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Sulfamylon, trademark reg. U.S. 


new 
topical 
therapy 


SULFAMYLON 4-aminomethylbenzene- 
sulfonamide, new sulfonamide compound which 
not inhibited para-aminobenzoic acid 


effectively controls upper respiratory, ocular and 
wound infections. Sulfamylon bactericidal 


for wide range gram negative and gram 
bacteria including anaerobes (gas gangrene) 
Applied topically swab, instillation, 
irrigation, atomizer wet dressings. 


Sulfamylon hydrochloride available per cent 
solution, bottles fl. oz. and fl. oz. 

Also combination 100 cc. vials 

per cent solution with vial 

Streptomycin sulfate 20,000 units. 


EFFECTIVE TOPICAL ANTIBACTERIAL 


New Yorn, Ont. 


inc. 
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portable, fool-proof, long lasting 


long last, here the powerful and dependable 
storage battery unit for lighting instruments that laryn- 
gologists and bronchoscopists have dreamed about. 


look these features: 


Contains two volt, ampere, portable, non-spill storage batteries. 


Two separately controlled circuits for lighting two separate instruments, 
when needed. 


Light and portable—only Ibs. complete. 


May recharged with built-in charger just plugging the regular 
110-115 volt, cycle AC. 


You can regulate the brightness your lights. 

Never light failure with two storage batteries; one always reserve. 
Visible battery charge indicator tells when recharge. 

Red warns short circuit—or light burned out. 


True finger tip control for everything. need change tips different 
posts—just flip switch. 


These are just few the advantages. There are moving 
parts—all wires and connections are color coded for simple 
operation. And the cost pro-rated over period years, 


less than the cost replacing batteries the old type. 


Write for literature and prices—or order direct from 


3451 WALNUT STREET 
Philadelphia 


Invitation. When Philadelphia, visit our modern sales 
and manufacturing plant. Free parking our private lot. 
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for rapid 
easy 
adjustment 
any 
treatment 
position 


Ritter ENT Motor Chair adds more time your professional day. 
Patients are treated less time...with less fatigue. This precision-built 
Ritter Chair raises lowers any desired position. You merely 
exert slight toe pressure conveniently located pedal. Patients 

are moved quickly, quietly and with vibration the desired 
position. motor-operated hydraulic mechanism does the trick. 
Easily and quickly adjusted from sitting supine position, you 

are able examine treat while comfortably seated standing. 
Patients enjoy the comfort the wide foam rubber seat and 

the exclusive compensating back. The Ritter ENT Motor 


Chair can pre-set accommodate 90% your patients. 


Ask your surgical dealer for demonstration 
the time and energy-saving features the 
Ritter ENT Motor Chair. 


RITTER SURGICAL 
CUSPIDOR 


Ritter Surgical 
Cuspidor, completely 
redesigned, provides 
low woter pressure. More 
effective vacuum volume 
control maintained with 
fingertip regulator the 
aspirator handle. Use 
any aspirator tip. This 
modern equipment 
doctor's office. 


Ritter 


COMPANY INCORPORATED 
RITTER PARK 
ROCHESTER N.Y. 


Slight pressure levers ... 


positions Ritter 
ENT Motor Chair... 


MOTOR CHAIR 
4 2 
i 


TABLE CONTENTS 


SYMPOSIUM: PAGE 
IRRADIATION LYMPHOID TISSUE THE NASOPHARYNX 


ANATOMY, AND PATHOLOGY NASOPHARYNGEAL 


Harry M.D., Philadelphia, Pa. 


Joun M.D., and Henry M.D., Chicago, 
INDICATIONS FOR AND RESULTS IRRADIATION THE NASOPHARYNX... 492 


M.D., Baltimore, Md. 
BY INVITATION ‘ 
MEASUREMENTS RADIATION FROM THE NASOPHARYNX 
RY INVITATION 
PoTENTIAL DANGERS NASOPHARYNGEAL BETA IRRADIATION. 502 
M.D., Ann Arbor, Mich. 
INVITATION 
NASOPHARYNGEAL IRRADIATION AND HEARING ACUITY: 


RY INVITATION 


Day, M.D., Pittsburgh, Pa. 
IMPORTANCE ABNORMAL RETINAL 561 
Travers, M.D., Melbourne, Australia 
BY INVITATION 
M.D., Toronto, Canada 
ORBITAL GRANULOMA SIMULATING 573 
M.D., Berkeley, Calif. 
INDUSTRIAL OPHTHALMOLOGY 
Tue EFFEcTs THE MESQUITE THORN THE HUMAN 595 
Brunner, M.D., and 
PRELIMINARY STUDY EXPOSURES..... 597 
FRANKLIN M.D., New York, 
THE AMERICAN MEDICAL ASSOCIATION: XLIX 


— 
| 
<= 
| 
¥ ° 
| 
| 
i 
| 
4 
= 
| | 
‘ 
‘ 
| | 
4 
3 
a 
7 
ix 
: 
| 
: 


TRANSACTIONS MAY 


the performance 


WELCH ALLYN 
OPHTHALMOSCOPES 


PREFOCUSED OPTICAL SYSTEM makes 
unnecessary adjust the instrument for clear 


PATENTED ROTATABLE UNIT contains 
standard, pin hole and slit apertures, well 
red free filter and white line grid. This 
permits instant modification the projected 
beam light meet your needs without 
having remove the light carrier from the 
ophthalmoscope. 

COMPLETE INSTRUCTION BOOKLET ex- 
plaining the use the Welch Allyn Oph- 
thalmoscope detail available your 
request. 
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phthalmic Solution 


the first cholinergic drug accepted the Council 

Pharmacy and Chemistry for use Glaucoma 

has been found exceptionally reducing intra-ocular pressure wide range 
glaucomatous conditions, both primary and secondary. 

Salient Facts: 


Ophthalmic Solution ‘Furmethide’ lodide non-irritating even prolonged 
use and rarely, ever, produces systemic reactions. 


Development tolerance has not been encountered. 
Instances sensitivity are 


Because its unique resistance cholinesterase, ‘Furmethide’ does not 
require the use cholinesterase inhibitor. 


Its successful use has been particularly noteworthy many cases which other 


agents failed. 


important contribution GLAUCOMA therapy 


Ophthalmic Solution 

formerly ‘Furmethide’ Ophthalmic Solution furtrethonium iodide, 10°, S_K.F 


*T.M. Reg. U.S. Pat. Off. 


Smith, Kline French Laboratories, Philadelphia 
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with Erisophake 


Chicago 


Producing even, constant vacuum that 
can set any desired level 
centimeters mercury, this new little 
pump unit with its improved erisophake 
assembly provides the ophthalmic surgeon 
controlled for utmost delicacy and 
tiveness application. The motor and 
rotary pump are wholly enclosed, silent 
and vibrationless; built for long, care-free 
service, they require little attention other 
than occasional oiliag. The motor has 
automatic thermal overload protector. The 
entire unit stands only high. 


A-4 Nugent Cataract Vacuum Unit Self-contained cast alumi- 
num housing with smooth, attractive, easy keep clean, Crystal Gray finish. 
For operation 110 volts, cycles, AC, complete with erisophake described 


IMPROVED NUGENT-GREEN-DIMITRY ERISOPHAKE 


A-14 This improved erisophake permits greater ease application and more 
perfect manipulation extraction procedures than formerly. makes use the 
Dimitry shallow suction cup, and has oral vacuum control valve—most 
simple, efficient means control vacuum during cataract extraction. Hand- 
piece and oral valve are gold plated. Erisophake, valve and tubing $24.75 


Instrument Makers the Profession Since 1895 


Mueller Company 


408 HONORE STREET CHICAGO 12, ILLINOIS 


Me 


Vacuum Unit for Cataract Extraction 
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THE ALLEN IMPLANT 


AND SPECIAL PROSTHESIS 


and Mr. Lee Allen 
Flat-backed prosthesis which must used 


with this implant has excellent motility and 
normal appearance lid achieved. 


The above and eyes are from 


PRECISION COSMET COMPANY, Inc. 


Makers Fine Ocular Prostheses and Contact Lenses 
234 HENNEPIN AVE., MINNEAPOLIS MINN. 


THE NEW YORK POLYCLINIC 
MEDICAL SCHOOL AND HOSPITAL 


CORGANIZED IS81) 
The Pioneer Post-Graduate Medical Institution 
EYE, EAR, NOSE AND THROAT 


combined full-time course covering academic year months consists attendance 
clinics; witnessing operations; lectures; demonstration cases and cadaver demonstra- 
tions; operative eye, car, nose and throat cadaver; head and neck dissection (cadaver 
clinical and cadaver demonstrations bronchoscopy, laryngeal surgery and surgery for 
facial palsy; refraction; radiology; pathology, bacteriology and embryology; physiology; 
neuro-anatomy; anesthesia; physical medicine; patients pre-operatively 
and post-operatively the wards and clinics. Also refresher courses months). 
For information address MEDICAL EXECUTIVE OFFICER: 345 West 50th St., NEW YORK 19,N. Y. 


Frames and have always produced but one 
finest —in which crafts- 
manship, quality and inherent worth 
Fine Gold. You prescribe 

Jersey Optical” with complete confidence. 


Moun lings 


NEW JERSEY OPTICAL CO. IRVINGTON, 


9 
"i ae og 
\) N \ ( WS 
{ 
‘a 
| 
¢ 
4,1 


COMPLETE TREATMENT ROOM SMALL AREA 


The dimensions in the above photograph are 5’ 9” along one wall and 4’ 2” along the other. In this area, 
conveniently arranged, is everything needed to make a complete examination. However, it need not be con- 
fined to this limited space. The complete absence of piping and wiring is especially noticeable. A number 
of other arrangements will be furnished on request. 


Treatment Stand: Covered with stainless steel. Contains: air with gauge, tubing, cutoff and air 

filter; nasopharyngoscope rheostat; push button; cautery transformer and rheostat; transilluminator complete 

with rheostat, cord, handle, lamps, antrum and frontal tips; seven metal drawers on fiber runners and one 

large drawer for towels; waste container; bakelite covered work table; space for six spray bottles, twelve 

solution bottles, shelf for cotton jars; pocket for history card or prescription blanks; and a spray bottle 

heater; the whole presents an cttractive appearance and will not tarnish and is easy to keep clean. Price 

complete without glassware $175.00 Without air but with electrica! equipment $145.00. With air equipment 

only $130.00. Without either air or electrical equipment $100.00. 

Chair: Can be placed in horizontal position, will not tip in this position; raised and lowered by large hand 

wheel; paper covered headrest removable; locked with foot-pedal; bakelite armrests removable. Back locks 

rigidly any position. shown brown. $118.00. 

Turning Chair: By adding a footrest and the necessary handles this chair can be used for turning tests. All 

the additional equipment is easily and quickly removable. Add. $25.00. 

Combined Suction and Cuspidor: This is an entirely new piece of equipment. It was designed to eliminate 

the cost of installing a separate suction. The apparatus is 12” wide and projects 13144” from the wall. The 

flushing rim and the suction is furnished with a vacuum breaker and should meet all plumbing requirements. 

Stop and trap not furnished. Available in ivory, green and white. Price $69.00. 

Ceiling Light: A telescopic light attached to the ceiling. May also be attached to base board in back of 

chair. Available in 4, 5, 6 and 7 ft. (extended). 4 ft. $12.50 (add one dollar per ft.) . 

Light Shield: Takes an ordinary 100 watt lamp. Will not burst; spot can easily be rotated. $5.00. 

Stool: soft upholstered with easy running ball bearing stem casters. $17.50. Stool with back, $22.00. 
All Prices are F.O.B. Los Angeles, Calif. 
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Long-lasting nasal decongestant with 

systemic effect (Pressor Respiratory) 
DOHONY 
(Combination Spray and Dropper) 

Clinical and laboratory tests have proven: 


rise bloodpressure 

rapid pulse 

wakefulness, restlessness nervousness 
smarting stinging 

secondary vasodilation... 


follow the local use RHINALGAN 


*Trade Mark—Pat. Pend. 


ry 


FORMULA: Desoxyephedrine Saccharinate 
0.50% isotonic aqueous solution with 
saccharin. Flavored. 
pH 6.4. 


SUPPLIED: grams oz.) Dohony Spray- 
O-Mizer (Combination Spray and Dropper). Also 
for Doctor's office and Hospital use—in Pint 


CHEMICAL 


FOR TOPICAL APPLICATION — INDICATIONS 
include: common cold, allergic and hypertrophic 
rhinitis, sinus infections; for pre and post-opera- 
tive shrinkage nasal mucosa; diagnostic 
aid office procedures. ESPECIALLY SUITABLE 
FOR INFANTS AND CHILDREN. 


Subsiantiating data being sent you. 
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THROAT SPECIALISTS REPORT 
30-DAY TEST CAMEL SMOKERS: 


Not singh case 

smoking 


Yes, these were the find- 
ings throat specialists 
after total 2,470 

weekly examinations 
the throats hundreds 
men and women who 
smoked 
only 
consecutive days. 


HAVE THE DOCTOR'S WORD 
IT, BUT KNEW CAMEL 
MILDNESS AGREED WITH 
THROAT FROM THE 
START. THEYRE 
GREAT SMOKE! 


ROBERT LAMKIE 
Personnel Director 


One of hundreds of 
people from coast 
to coast who made 
the 30-Doy Camel 
mildness test un- 
der the observation 
of thront specialists. 


R.J. Reynolds Tobsero Co., Winston-Salem, N.C. 


ACCORDING TO A NATIONWIDE SURVEY: 


MORE SMOKE CAMELS 


THAN ANY OTHER CIGARETTE 


Yes, doctors smoke for pleasure, too! In a nationwide survey, three independent research organi- 
zations asked 113,597 doctors what cigorette they smoked. The brand nomed most was Camel. 
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FOR BINOCULAR FIXATION 
VISUAL TRAINING BAUSCH LOMB 


FOR PRIMARY TRAINING 


The Bausch Lomb Ortho-Fusor 
has proved its supplementary 


exercise for binocular fusion. Its 
compactness permits frequent, short- 


HIGH CONVERGENCE ever there good light for reading. 


Now the Ortho-Fusor available 
three series graded exercises. Each 
series consists set training 
vertographs wire-bound book 
with instructions, three-dimensional 
Polaroid Glasses, and leatherette 
carrying case. $11.00 per series, 
from your Bausch& Lombdistributor. 


BASE 
TRAINING DIVERGENCE 


BAUSCH LOMB 


OPTICAL COMPANY 


ROCHESTER 
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The Making and Fitting Artificial Eyes 
Are Specialty with Sideline 


THE FINEST ARTIFICIAL EYES PLASTIC AND GLASS 
MADE ORDER AND STOCK 


Mail order selection service 


Our technicians travel most principal cities 
Trained technicians fit artificial eyes all motility implants 


Write you have any artificial eye problems with your patients 


CHICAGO 
DETROIT 
CLEVELAND 
KANSAS CITY 
MINNEAPOLIS 
NEW ORLEANS 

$T. LOUIS 


EYE CAMERA UNIT 


with 
ARGUS 
aa 


Has 3.5 
lens. 
Copy attach- 
ment takes 
pictures of 
one both 
eyes, head, 
profile and 
copying . 

in natural 


color. 


COMPLETE 


with the EXACTA 
F 3.5 Zeiss Tessar, 


with PRAKTIFLEX 
F3.5 Zeiss Tessar 
coated ... $176.56 coated .. . $248.45 


BARNETT Optical Laboratories 
1218 Pratt Chicago 26, Ill. 


SERVING THE PROFESSION 


1851 


NEW YORK 
BALTIMORE 
BOSTON 
BUFFALO 
PHILADELPHIA 
PITTSBURGH 
WASHINGTON 


Available 


ABSTRACTS 


1949 Instruction Courses 
either 
Ophthalmology 


Otolaryngology 


$3.50 


Send order with remittance 
BENEDICT, M.D. 
100 First Avenue Building 
Rochester, Minn. 
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Tillver Lenticular 
Cataract Lenses 


Compare the characteristics 
cataract lenses and Tillyer Ful-Vue Lenticular 
single vision and bifocal! You'll im- 
mediately see that Lenticular Lenses offer 
three outstanding advantages: 
weight 
Improved cosmetic appearance 
Tillyer Single Vision Greater edge-to-edge accuracy. 
Lenticular addition these benefits, the Lenticular 
Bifocal practically eliminates image jump, due 
the high position the center the segment. 
The segment size (13 mm. mm.) allows for 
adequate reading field. 
Regularly available Cruxite Lenticular 
offers absorptive protection against ultraviolet. 


Remember Tillyer Ful-Vue Lenticular Cat- 


aract Lenses—in single vision and bifocal—avail- 


able through LABORATORY SERVICE 


Tillyer Lenticular American Optical 


Ful-Vue Bifocal 


COMPANY 


A. Old Style Cataract lens B. Tillyer Lenticular “‘E” | 
LIGHTER WEIGHT IMPROVED COSMETIC APPEARANCE GREATER ACCURACY 


Tillyer Ful-Vue The same system used the selection 


Cataract Lenses weigh results from lack bulk. the Tillyer lens series was employed 
about one-half much refractive power con- arrive the most efficient cataract lens 
style lenses. This overcomes the mm. correcting base curve—for maximum marginal bene- 
discomfort heavy field minimizing excessive fit. Double Convex; Plano Con- 
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For the Treatment 
Nasopharyneal Lymphoid Tissue 


The monel metal radium applicator was designed Radium 
Chemical Company according specifications with 
nearly years experience radiation therapy the nasopharynx. 


Monel Metal Applicator — actual length, 17 cm. 


This applicator offered the medical profession for one purpose 
treatment hyperplastic lymphoid tissue the orifice the 
eustachian tube the fossa Rosenmuller, which cannot removed 
surgically. 


Approximately 1,400 these applicators have been supplied spe- 
the United States Radium Chemical Company. Published 
medical papers indicate that radiation conjunction with antibiotics, 


ystemically locally, often relieves the symptoms due the presence 
hyperplastic lymphoid tissue. 

Extensive research covering period many years has established the 


proper time factor for the 0.3 millimeter monel metal radium applicator. 
All important reports from clinics and specialists have been based the 
monel metal applicator the exact dimensions furnished Radium 
Chemical Company. 


changes will made these specifications unless they are re- 
medical and then only after clinical 


researci), 


The physician using monel metal radium applicator from this Com- 
pany can expect the same favorable results reported the medical 
literature. 


WRITE FOR COMPLETE OBLIGATION 


RADIUM CHEMICAL INC. 


570 Lexington Ave., New York 22, 


THAN 


) 


MORE YEARS CONTINUOUS SERVICE TO THE MEDICAL PROFESSION 
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ADVANCE ANTIBACTERIAL THERA 


FURACIN 
ANHYDROUS 
EAR SOLUTION 


fo: 


OF Eyracin EATON 
OFURAZONE 


nom 
AmTiBACTERIAL 


Canes 


FOLLOWING FURACIN THERAPY 


EARS 


with either acute chronic otitis media healed. improved and 


only showed change.* Sensitization occurred only the 
patients. Furacin® brand nitrofurazone available 
0.2 per cent concentration water-miscible vehicles. indicated 
for topical application the prophylaxis treatment 

surface infections wounds. severe cutaneous ulcers. 
pyodermas. skin grafts and bacterial otitis. request. 


EATON LABORATORIES, INC., NORWICH, NEW YORK 


*Douglass, C.: The Use of Furacin in the Treatment 


of Aural Infections, Laryngoscope 58:1274, 1948. 


FURACIN SOLUBLE DRESSING FURACIN SOLUTION FURACIN ANHYDROUS EAR SOLUTION 
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Now instant, Doctor, 
PHILIP MORRIS are LESS IRRITATING 


Just Make This Simple Test: 


Morris 
Take INHALE. Just 


s-l-o-w-l-y let the smoke come through 


your nose. Easy, it? AND NOW... 


present brand 
INHALE. Just take puff and 


s-l-o-w-l-y let the smoke come through 
your nose. Notice that bite, that sting? 


7 
ES, your own rsonal experience confirms the results 
the clinical and laboratory tests.* With proof 
conclusive, would not good practice suggest 


PHILIP your patients who smoke? 


PHILIP MORRIS 


Philip Morris Co., Inc. 
100 Park Avenue, New York 


* Proc. Soc. Exp. Biol. and Med., 1934, 32, 241-245; N. Y. State Journ. Med., Vol. 35, 6-1-35, No. 11, 590-592; 
Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154; Laryngoscope, Jan. 1937, Vol. XLVII, No. 1, 58-60 
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ONLY BROWLINE GIVES YOU 


ALL THESE SALES-MAKING FEATURES 


STAG Smartly styled for SENORA The Feminine 
for Men Modern Women Glamour Style 


All Browne frames are made basically in the beautiful 
and the exclusive Shuron Cordova color. In addition, the 
2) AMPLE RANGE OF COLORS Stag is available in’ Flesh, Fiesta in Chestnut) Amber 
and Senora in Flesh aid Chestnut Amber. The flesh 
frames may be dyed any color the patient may desire. 


COMPLETE 


Interchangeable Temples and Rocking Pad 
With three styles of different eve shapes si ati 


and different bridges (1), with rocking 
pads on gold filled arms attached to gold 
filled eyewires which are easily convertible Semi-Skull Temple 
(4) to rimless assemblies and with inter- 
changeable temples, the Brow tine frame 


is completely fitable and adjustable. —— 
ad 


Although Shuron Brow ine is made only 
as a frame, it can be converted easily to a 
rimless mounting. Sunply remove the eye- 
wires and mount the lens with the new 
Brow (SHURSET type) rimless 
assemblies. An exclusive Shuron feature. 


asa 
Browline 
Frame 


ora 
Browline 
Rimless 
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For the Modern 


4 


Send for descriptive folder il- 
lustrating and describing new 
Imperial treatment unit com- 
plete, consisting hydraulic 
chair designed accommo- 
date Proetz treatment, adjust- 
able stool, and cabinet with 
enclosed rotary pump (with 
footswitch), recessed suction 
and pressure irrigating bottles, 
stainless steel trays, one spe- 
cial drawer accommodate 
Bard-Parker liquid sterilizer, 
and National cautery and 
transilluminator. 


Finish—White Enamel, Cream 


White, Brown and Maroon SORENSEN Inc. 


(solid colors), with upholstery 
(black, brown and maroon) Factory, General Office and Showroom 


chair and stool. 403 EAST 62nd ST. NEW YORK 


Thank You Doctor for prescribing 
Superior Quality Contact Lenses 


EAST STREET NEW YORK, 22, 


BRANCHES 
PHILADELPHIA MONTREAL LONDON 


New ACADEMY 
OCULAR SURGERY 


$1.00 


THE EXTRINSIC EYE MUSCLES 


$1.00 


Send order with remittance 
BENEDICT, M.D., 100 First Avenue Building, Rochester, Minn. 
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EDITORIAL BOARD 


WILLIAM BENEDICT, M.D., Rochester, Minnesota 
Morrison, Associate Editor, Omaha, Nebraska 
HENRY WILLIAMS, M.D., Associate Editor, Rochester, Minnesota 
THE BOARD SECRETARIES 


PRINTED IN OMAHA, NEBRASKA 
BY 
DOUGLAS PRINTING COMPANY 


PRINTED IN U.S.A. 
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American Academy Ophthalmology and Otolaryngology 


THE COUNCIL 1950 
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Conrad Berens, New York, Past President 


Secretary-Treasurer 
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COUNCIL COMMITTEES 


Executive, AND FINANCE COUNCILLORS 
J. Mackenzie Brown, Chairman Thomas D. Allen, Chairman 
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Conrad Berens William Benedict 
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and Finance) 
Algernon B. Reese Dean M. Lierle 
Alan C. Woods, Chairman James H. Maxwell Lawrence R. Boies 
J. Mackenzie Brown William L. Benedict A. D. Ruedemann Erling W. Hansen 


ACTIVITIES 
Thomas Allen, Chairman PROGRAM 
Fletcher Woodward Derrick Vail Mackenzie Brown, Chairman 
Archie D. McCannel Edwin B. Dunphy John R. Lindsay, Chicago 
Stewart Nash General Chairman Arrangements 
Derrick Vail James H. Maxwell 
J. Mackenzie Brown, Chairman Thomas D. Allen Dean M. Lierle 
Thomas Allen Archie McCannel William Benedict Lawrence Boies 
Fletcher Woodward Stewart Nash Algernon Reese Erling Hansen 
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Brittain F. Payne, M.D., Chairman, New York, N. Y. 
Col. J. E. Ash, M.C., Ret. Washington, D. C. 
William L. Benedict, M.D. 
Brig. Gen. Raymond O. Dart, M. C. 

Washington, D. C. 
New York, N. Y. 
New York, N. Y. 

Baltimore, Md. 
Washington, D. C. 
Baltimore, Md. 
Fremont, Neb. 

San Francisco, Calif. 


Andrew A. Eggston, M.D. 
Edmund P. Fowler, Jr., M.D. 
Jonas S. Friedenwald, M.D. 
Hugh Grady, M.D. 

Stacy Guild, Ph.D. 

Lyman H. Heine, M.D. 
Michael J. Hogan, M.D. 

Paul H. Holinger, M.D. . Chicago, Ill. 
John E. L. Keyes, M.D. Cleveland, Ohio 
A. Edward Maumenee, M.D. San Francisco, Calif. 
John McGavic, M.D. Phoenixville, Pa. 
Bernard McMahon, M.D. St. Louis, Mo. 
Algernon B. Reese, M.D. New York, N. Y. 
Theodore E. Sanders, M.D. St. Louis, Mo. 
LeRoy A. Schall, M.D. Boston, Mass. 
Herman Semenov, M.D. Beverly Hills, Calif. 
Georgiana Dvorak Theobald, M.D., Oak Park, III. 
Frederick H. Verhoeff, M.D. Brookline, Mass. 
Helenor Campbell Wilder Washington, D. C. 


CONSERVATION HEARING 
Executive 


Dean Lierle, M.D., Chairman City, 
Gordon Berry, M.D. Worcester, Mass. 
Lawrence R. Boies, M.D. Minneapolis, Minn. 
Norton Canfield, M.D. New Haven, Conn. 
George M. Coates, M.D. Philadelphia, Pa. 
William E. Grove, M.D. Milwaukee, Wis. 
Gordon D. Hoople, M.D. Syracuse, N. Y. 
Howard P. House, M.D. Los Angeles, Calif. 
Marvin F. Jones, M.D. New York, N. Y. 
Charles E. Kinney, M.D. Cleveland, Ohio 
Julius Lempert, M.D. New York, 
Carl McCaskey, M.D. Indianapolis, Ind. 
Marion Mobley, M.D. Florence, 
Harris P. Mosher, M.D. Marblehead, Mass. 
Werner Mueller, M.D. Boston, Mass. 
C. Stewart Nash, M.D. 


Rochester, N. Y. 
George E. Shambaugh, Jr., M.D. Chicago, Ill. 
Consultants 


Raymond Carhart, Ph.D. 
Eva Thompson Carson 
Howard Carter, B.S. 
Stacy Guild, Ph.D. 
Scott N. Reger, Ph.D. 


Evanston, Il. 
Glenview, III. 
Chicago, III. 
Baltimore, Md. 
Iowa City, Iowa 


PAN-AMERICAN RELATIONS 


C. L. Jackson, M.D., Chairman 
Norton Canfield, M.D. 
A. C. Furstenberg, M.D. 


Philadelphia, Pa. 
New Haven, Conn. 
Ann Arbor, Mich. 


Paul H. Holinger, M.D. Chicago, III. 


Rochester, Minn. 


Gordon B. New, M.D. 
St. Louis, Mo. 


Theodore Walsh, M.D. 


ScIiENTIFIC EXHIBIT 
Kenneth Roper, M.D., Chairman Chicago, 


STANDARDIZATION TONOMETERS 
Jonas S. Friedenwald, M.D., Chairman 


Baltimore, Md. 
Francis Heed Adler, M.D. Philadelphia, Pa. 
Trygve Gundersen, M.D. Soston, Mass. 
D. O. Harrington, M.D. San Francisco, Calif. 
Peter C. Kronfeld, M.D. Chicago, Ill. 
John McLean, M.D. New York, 
Adolph Posner, M.D. New York, 
Algernon B. Reese, M.D. 


New York, N. Y. 
Robert N. Shaffer, M.D. San Francisco, Calif. 


STANDING COMMITTEES 


Rochester, Minn. 


PREVENTION BLINDNESS 
Ralph I. Lloyd, M.D., Chairman Brooklyn, N. Y. 


Lawrence T. Post, M.D. St. Louis, Mo. 
Alan C. Woods, M.D. Baltimore, Md. 


INSTRUCTION 
Dean M. Lierle, M.D., Chairman Iowa City, Iowa 
W. L. Benedict, M.D., ex officio Rochester, Minn. 
James Maxwell, M.D. Ann Arbor, Mich. 
Algernon B. Reese, M.D. New York, N. Y. 
A. D. Ruedemann, M.D. Detroit, Mich. 


Representatives the Academy to: 
Apvisory COMMITTEE THE Eye HEALTH 
CoMMITTEE THE AMERICAN STUDENT 
HEALTH ASSOCIATION 
Lawrence T. Post, M.D. St. Louis, Mo. 


AMERICAN ASSOCIATION FOR THE 
ADVANCEMENT SCIENCE 
Elliott Randolph, M.D. 3altimore, Md. 


AMERICAN OPHTHALMOLOGY 
Algernon B. Reese, M.D. New York, N.Y. 
Frederick C. Cordes, M.D. San Francisco, Calif. 
Robert J. Masters, M.D. Indianapolis, Ind. 
Derrick T. Vail, M.D. Chicago, III. 


AMERICAN OTOLARYNGOLOGY 
Carl H. McCaskey, M.D. Indianapolis, Ind. 
William E. Grove, M.D. Milwaukee, Wis. 


AMERICAN COLLEGE SURGEONS 
GOVERNORS 
H. Marshall Taylor, M.D. Jacksonville, Fla. 
John Lordan, M.D. Beverly Hills, Calif. 
Conrad Berens, M.D. New York, N. Y. 


AMERICAN COMMITTEE OPTICS AND 
VISUAL 
Alfred Cowan, M.D. Philadelphia, Pa. 
Kenneth C. Swan, M.D. Portland, Ore. 
Frederick C. Cordes, M.D. San Francisco, Calif. 
AMERICAN ORTHOPTIC COUNCIL 
Kenneth C. Swan, M.D. Portland, Ore. 
George S. Campion, M.D. San Francisco, Calif. 
Frank D. Costenbader, M.D. Washington, D. C. 


AMERICAN SOCIETY CLINICAL PATHOLOGISTS 
CONSULTATIVE PANEL TUMOR 
TERMINOLOGY 
John S. McGavic, M.D. 


CENTENARY 


Bruce Fralick, M.D., Chairman, Ann Arbor, Mich. 
Nelson Miles Black, M.D. Miami, Fla. 
Frank Burch, M.D. St. Paul, Minn. 
Herman Elwyn, M.D. New York, N. Y 
Luedde, M.D. St. Louis, Mo. 
Albert C. Snell, M.D. Rochester, N. Y. 


Bryn Mawr, Pa. 


INDUSTRIAL 


Edmund Spaeth, M.D. Philadelphia, Pa. 
John B. Hitz, M.D. Milwaukee, Wis. 
Col. Victor A. Byrnes, M.C. Randolph Field, Texas 


ite 
g 
his 
3 
x 


Symposium: Irradiation Lymphoid Tissue the Nasopharynx 


Many years have passed 


This occasion that marks epoch the progress otolaryngology. 
tissue, but never has 


since radiant energy was advocated for its effects upon pharyngeal lymphoid 
there been concerted effort the part experts compile some factual data this therapeutic 
procedure. It is a propitious time, therefore, for those of us who are interested in this form of therapy, 


and particularly the members our profession who are using routine measure, place ourselves 


upon the block of self-analysis, explore our 


give ourselves the right answers. 


motives, 


evaluate our objectives, and try if possible to 


Most will agree, believe, that radium treatment lymphoid tissue means ideal; 


some will say that it is not even good. 
reasonably safe, it certainly has not 


Although it seems to be beneficial to some patients and outwardly 
been taken completely for 


granted. There criticism today 


this form of therapy; violent criticism in some quarters, from more than just the radical few and academic- 


minded persons who habitually are 
Is this not, therefore, an auspicious time 


not a challenge to this Academy to bring together some 


known to deride programs of any quality or merit. 
for a meeting of minds on this important matter? 


sincere, honest and intelligent men from the 


ranks our profession investigate the fundamentals this problem and develop, possible, 


agreement on this issue? 
the various phases this subject. 


formulate policy need honest, factual, nonemotional approach 


A. C. FURSTENBERG, M.D., Moderator 
Ann Arbor, Mich. 


THE ANATOMY, PHYSIOLOGY AND PATHOLOGY 
NASOPHARYNGEAL LYMPHOID TISSUE 
Harry M.D. 
PHILADELPHIA, PA. 


the chief portals entry the 
body there urgent need mecha- 
nism capable removing and attenuat- 
ing organisms and developing im- 
munity against them. here that 
cells large numbers are found. 
Some the masses lymph cells are 
large that they have been dignified 
the term The innumerable, 
smaller collections cells, com- 
are scattered throughout the phar- 
ynx and adjoining structures, including 
all parts the eustachian 

These structures are 
tegral part universally distributed 
system made channels and 
vessels, and accumulations 
called nodes, which the 
body contains from 500 rep- 
resenting per cent the total body 
weight.° The accumulations 
and the universally present 
the Fifty-Fourth Annual Session of 


the American Academy Ophthalmology and Oto- 


laryngology, Oct. 9-14, 1949, Chicago, IIL. 


479 


channels are not isolated and indepen- 
structures but intimate and 
necessary part the body mechanism. 

This symposium concerned with the 
effects irradiation upon portion 
the human lymphatic system, namely, 
that portion situated the pharynx 
above the free edge the soft palate. 
this region there profusion 
intercommunicating 
which link constant masses lymph 
cells, referred pharyngeal and tubal 
tonsils, and smaller masses 
cells, referred solitary nodules 
follicles. 

Lymph tissue, wherever found, 
composed two chief constituents—the 
supporting connective tissue reticulum 
and the cells contained within the 
meshes the reticulum. The simplest 
classification tissue will 
used for the purposes this 

Simple lymph nodules vary size but 
are rarely more than mm. diameter. 
They are irregularly spherical ellip- 
soidal masses tissue with 
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dense peripheral zone blending with 
lighter, central area, often referred 
the germinal center, which lymph 
cells are found various stages 
mitotic division. Definite vessels 
are lacking the surface and within 
simple nodules, but profuse network 
capillary blood vessels normal 
finding. the pharynx, simple nodules 
are identified solitary nodules. 
They occur immediately beneath the 
basement membrane the epithelium 
and are separated from intercom- 
municating lymph channels and few 
tenuous strands stroma tissue. Nor- 
mally, their structure quite constant. 
They are free from peripheral fibrous 
capsule, and the interchange lymph 
between the nodule and the surround- 
ing tissue depends upon variable and 
imperfect lymph channels within the 
nodule and about its periphery. 


Lymph nodes vary length from 
They have distinct capsule. 
vessels approach node, they divide into 
number afferent vessels enter the 
substance the node and communicate 
with the network within, where efferent 
vessels arise emerge from the hilum 
the node. The deep and superficial 
cervical lymph nodes, into which the 
structures ring drain, are 
sue. 

Intermediate between the simple and 
the typical lymph nodes are structures 
such the faucial and pharyngeal ton- 
sils which groups simple nodules 
are blended into single organ and the 
component nodules only 
tain their identity. These structures are 
unique possessing efferent lymph ves- 
sels but afferent lymph vessels. The 
faucial tonsil has fibrous 
capsule and therefore differs from the 
other tonsils which have well-defined 
fibrous capsule. 


HARRY SCHENCK 
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contrast the oropharynx, which 
covered stratified squamous epi- 
thelium, the nasopharynx 
with pseudostratified columnar epitheli- 
continued from the nasal fossae, The 
nasopharyngeal mucous membrane 
smooth except where underlying collec- 
tions lymph cells produce elevations. 
Mucous glands are much more numer- 
ous the nasopharynx than the oro- 
pharynx, and while they lie partly within 
the mucosa and submucosa, consider- 
able portion their structure lies be- 
tween the muscular fibers. Their func- 
tion and importance seem under- 
estimated, and the effects irradiation 
upon them should receive careful con- 
sideration. The numerous lymph vessels 
within the pharyngeal mucosa are espe- 
cially abundant the vicinity the 
larger masses lymph tissue such 
the pharyngeal and tubal tonsils. 

Normally, the pharyngeal tonsil 
lobulated organ with swellings arranged 
more less regularly about central 
depression and reaching thickness 
nearly centimeter the midline. 
Reaching its greatest development 
childhood, atrophies after the twelfth 
Because its size and the obvious 
effects produced any abnormal in- 
crease its mass, the pharyngeal 
considerable 
However, the aggregate mass the sol- 
itary lymph follicles the nasopharynx 
represents functioning tissue quite 
important physiologic sense the 
combined mass the pharyngeal and 
tubal tonsils. 

Fundamentally, the functions the 
structures the nasopharynx 
differ way from those the gen- 
eral lymphatic system. may well 
recall that lymphatic circulation begins 
when plasma filters through blood capil- 
laries. Most this filtrate reabsorbed 
into the blood, but the portion left be- 
Lymph vessels soon enter into lymph 
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nodes, and lymph probably never enters 
the duct without first passing 
through least one lymph Dur- 
ing its passage through lymph node, 
modified the retention red 
cells, leukocytes, bacteria and other par- 
ticulate matter, and rise the num- 
ber contained the ef- 
ferent lymph. The latter indicates that 
active mitotic division (and perhaps also 
amitotic division) the cells 
node occurs and, therefore, that 
are formed the node. 


The newly formed lymphocytes pass 
through the lymphatics and, some ex- 
tent, through the veins the lymph 
node enter the blood stream. Lympho- 
cytes appear circulate the blood 
stream for only few hours, after which 
some leave the blood stream through 
the mucous membranes the gastro- 
intestinal tract but the majority return 
lymph tissue either through the blood 
vessels the peripheral lymphatics. 
During its passage through lymph 
node, the lymphocyte approaching death 
destroyed the so-called germinal 
follicles the lymph tissue and taken 
the macrophages.’ Lymph tissue 
not only the birthplace the lympho- 
cyte but its graveyard 

Lymph tissue and lymphocytes also 
play important role resistance. 
Lymph tissue the probable site anti- 
body formation, evidenced num- 
ber experiments. has 
been found that lymph nodes nearest the 
site intradermal injection bac- 
teria form antibodies before they appear 
Further experiments have ruled 
out the possibility that the antibodies 
found the regional lymph nodes are 
stances neutralizing viruses are also 
formed the nodes nearest the 
site intradermal injection the 
virus. Lymphocytes, therefore, function 
the attenuation bacterial and viral 
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agents the same time the nodes which 
they form act filtering bed for the 
removal infective and particulate ma- 


The constant dissolution lympho- 
cytes lymph tissue releases protein 
the form beta and gamma globulins. 
Most the known antibodies have been 
shown carried gamma globulin 
can conclude that the dissolution 
lymphocytes releases antibodies the 
blood stream. view our general 
subject, may well point out that 
low doses radiation lymph tissue 
produce increase gamma globulin 
the blood while larger doses radia- 
tion release normal and immune globulin 
from the lymphocytes, and that these 
effects are obtained even adrenalec- 
tomized animals the absence hor- 
monal 


The dissolution lymphocytes 
tissue results (1) decrease 
mass lymph tissue; (2) lymphopenia 
destruction lymphocytes lymph 
(3) increase beta and gam- 
serum and (4) the 
immunized animal, release antibody 
the 


When the involution lymph tissue 
progresses beyond physiologic limits, 
the normal role the lymphocytes and 
the tissue impaired several 
ways. The total number lymphocytes 
tissue may fall below level 
necessary synthesize immune proteins 
quantities which represent promptly 
available and adequate supply im- 
mune The lymph tissues may 
become unable attenuate bacterial and 
viral agents and act filtering beds 
for the removal infective and particu- 
late 

These concepts explain part why 
tissue, including that Wal- 
ring, may the same time 
barrier and source potential 
danger. Acute involution lymph tis- 
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sue result stress, trauma, radia- 
tion many diverse stimuli affecting 
nism, releases infectious and deleterious 
agents from imprisonment the lymph 

Because the clinical importance 
excessive growth lymph tissue the 
nasopharynx, advisable that con- 
sider the factors affecting the growth 
lymph tissue general. these the 
more important are: 


Diet 
Endocrine secretions 
Stimuli other than hormonal 
Infection 
Heredity 
Diet 


Among the dietary factors affecting 
the growth lymph tissue the following 
have been recognized 

Caloric intake 

Protein content the diet 

Vitamin content the diet 

Caloric intake. Lymph tissue, well 
tissues the body, requires 
adequate caloric intake for growth. Ex- 
perimental caloric restriction alone in- 
duces marked involution lymph tis- 
sue. The total caloric intake therefore 
important factor the regulation 
lymph tissue mass. Because acute and 
chronic inanition are potent activators 
pituitary-adrenal secretion, which 
turn increases the concentration cir- 
adrenal cortical steroids, has 
concluded that these steroids 
which induce the striking tissue involu- 

Protein content the diet prime 
factor determining the size 
tissue for two reasons: (1) diminished 
appetite and the resultant partial inani- 
tion from inadequate dietary content 
protein lead lymphoid involution 
cortical mechanism, and (2) the 
synthesis protoplasm new lymph 
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cells requires not only protein, per se, 
provide minimum amount protein 
nitrogen but also the ten essential amino 
acids which cannot synthesized read- 
ily the body. For growth occur, 
such amino acids phenylalanine, leu- 
cine and cystine must available the 
dietary 

Vitamins such pyridoxine are re- 
quired growing lymph tissue. There 
rats pyridoxine deficient 


Endocrine Secretions 

The secretion adrenal cortical hor- 
mones, controlled the pituitary ad- 
renotrophic hormone, the normal 
Experimentally, injections 
potent adrenal cortical extracts, 
certain adrenal cortical 
mones, result involution lymph tis- 
sue, while the removal the adrenal 
glands followed lymphoid hyper- 
Although adrenal cortical ster- 
oids are normally concerned with the 
regulation lymph tissue mass, the 
secretory rate the adrenal cortex 
controlled the liberation hypo- 
physeal adrenotrophin and the rate 
liberation adrenotrophin influenced 
great variety unrelated stimuli 
such anoxia, infection, trauma and 
exposure heat and 

Lymph tissue involution, however, 
can occur independently the pituitary- 
adrenal cortical mechanism because 
has been produced the hypophysec- 
tomized adrenalectomized animal 
exposure radiation the injection 
certain substances. the other 
hand, radiation can also augment pitui- 
tary-adrenal cortical secretion and thus 
induce involution. therefore possi- 
ble bring about involution 
tissue both the direct action the ra- 
diation and the indirect effect 
stimulation the pituitary-adrenal cor- 
tical secretion Small 
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lymph tissue structure and function 
way the influence the pituitary- 
adrenal cortical mechanism while large 
doses radiation tend produce al- 
terations lymph tissue regardless 
the presence absence the pituitary 
gland the 


The involution the faucial and 
pharyngeal tonsils puberty seems 
indicate that sex hormones are some 
way regulatory tissue mass. 
appears that small doses estrogens 
produce involution lymph tissue 
increasing the output pituitary adren- 
otrophic hormone but large doses actual- 
may produce enlargement lymph 
structures, Other hormones such in- 
sulin, epinephrine and the active secre- 
tion the thyroid gland also influence 
tissue mass their effects upon 
the pituitary-adrenal cortical 


Stimuli Other Than Hormonal 

Many physical and chemical stimuli 
exert effect upon tissue mass 
and most instances this occurs 
result direct action upon the pituitary- 
adrenal 


Infection 

Infection lymph tissue affects its 
mass. chronic infection the initial in- 
crease mass may followed later 
changes. 


Heredity 

genetic factor may modify the re- 
sponse lymph tissue affect- 
ing its 


The lymph tissue the pharynx not 
only undergoes changes during acute 
and chronic inflammation but also un- 
dergoes alterations cellular arrange- 
ment and structure response many 
systemic diseases. Thus, active al- 
lergy the upper respiratory tract, 
there usually increase mass with 
evidence edema and increase 
eosinophils and macrophages. 
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kemia, granulocytopenia, infectious mo- 
nonucleosis, pernicious anemia, polycy- 
themia, and 
Hodgkin’s disease, marked changes oc- 
cur the lymph tissues generally 
well the lymph tissues the naso- 


The acute infections are transient, 
rule readily controlled antibiotics, 
and followed little any permanent 
structural change. Chronic infections 
the pharynx usually produce simultane- 
ous changes the pharyngeal and tubal 
tonsils and the solitary follicles. Surgical 
removal disposes the pharyngeal ton- 
sil, but the remaining lymph structures 
remain vexing therapeutic problem. 


Chronic infection the lymph tissue 
the pharynx characterized mainly 
increase mass due hyper- 
blasts. The lymphocytes the nodules 
have not achieved high degree dif- 
ferentiation and they readily undergo 
mitosis and rapid proliferation when 
any deleterious agents gather the re- 
the nodule. earliest 
changes consist numerical increase 
lymphocytes the nodules and the 
appearance polymorphonuclear leu- 
kocytes, first the spaces between the 
nodule and the epithelium, 
within the epithelium. result 
progressive hyperplasia, the lymph tis- 
sue extends far beyond the original con- 
fines the nodule and approaches the 
muscle fibers below. distinct elevation 
the surface indicates the site the 
hyperplastic nodule. 


Young fibrous tissue cells appear 
increasing numbers, first between the 
nodule and the epithelium, where they 
may obliterate the lymph channels and 
induce dilatation contiguous lym- 
phatics, and later, bandlike extensions 
which invade the hyperplastic tissue 
outline Eventually, the 
fibrous tissue contracts form com- 
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paratively dense capsule, and involution 
the lymph tissue results. This ten- 
dency aging fibrous tissue contract 
probably interferes with nutrition the 
enclosed tissue. The gradual dissolution 
lymphocytes accompanied the 
appearance nuclear debris, which 
most concentrated near the fibrous tissue 
strands, and apparent increase 
the number macrophages. Atrophy 
the end stage chronic infection 
lymph tissue and the terminal fate the 
nodule form hyaline degenera- 


Plasma cells and eosinophils not 
appear play significant role during 
these changes and giant cells are absent. 
The constriction fibrous tissue cells 
produces dilatation some blood ves- 
sels and atrophy others. Endarteritis 
can demonstrated vessels contigu- 
ous the abnormal nodules, and newly 
formed endothelial cells appear the 
meshes the reticular tissue between 
the blood vessels. The atrophic changes 
characteristic late chronic infection 
the pharynx are due part the 
drastic reduction functioning vascu- 
lar 

Perhaps the past too much empha- 
sis has been placed upon the lymph tis- 
sue changes the nasopharynx, and not 
enough attention has been directed 
toward the concomitant changes the 
channels and vessels. Obstruction 
occurs the course chronic infection 
invasion fibroblasts, constriction 
fibrous tissue and proliferation 
endothelium within the lymph channels. 
Such obstruction normal lymph flow 
must have significant effects upon con- 
tiguous lymph structures and the areas 
normally served them. may well 
point out this connection that doses 
radiation produce striking effects 
upon the endothelium the lymph ves- 
Destruction some endothelial 
cells occurs and the remaining cells ap- 
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pear contracted. The effect occluded 
lymph vessels with multicellular walls 
the conversion channels with incom- 
plete unicellular walls which permit the 
passage lymph. 
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TESTS FOR CHRONIC EUSTACHIAN TUBE OBSTRUCTION 


Joun M.D. 
Henry M.D. 
CHICAGO, ILL. 


demands upon the eustachian 
tube under normal ground level condi- 
tions are different from those occurring 
under the special circumstances avia- 
tion, caisson and submarine work. The 
sudden extreme changes barometric 
pressure under these latter special con- 
ditions place particular burden upon 
the tube for equalizing middle and ex- 
ternal ear pressures. The physiologic 
adequacy the tube for normal ground 
level existence not necessarily indi- 
cation its adequacy meet these spe- 
cial demands. ground level the pres- 
sure changes are small and occur slowly. 
Long periods closure the tube re- 
sult pressure change only few 
millimeters mercury. order for the 
tube function under normal condi- 
tions, must open during the act 
swallowing when there equal only 
slightly different pressure the two 
ends. The tube offers minimal resistance 
this time and normally ventilates the 
ear during this physiologic act. 

The tests indicators the state 
tubal function are, from practical 
standpoint, divided into three groups de- 
pendent upon the age the patient. 


Group 

The first group includes 
school child who has not yet reached 
age where the usual hearing tests are 


From the division otolaryngology, University 
Chicago 

the Fifty-Fourth Annual Session the 
Academy Ophthalmology and Otolaryn- 
gology, Oct. 9-14, 1949, Chicago, II. 


applicable. probable that many, 
not the majority of, tubal obstructions 
begin develop these early years. 
These children offer complaints re- 
ferable the ears except during 
acute process with pain. hearing im- 
pairment likely overlooked un- 
less bilateral and therefore notice- 
able the parents. These children are 
too young permit the usual tests 
tubal function. The evidence obtainable 
limited mainly the otoscopic exam- 
ination. 

Two forms stages middle ear 
catarrh are encountered clinically 
these children. One the acute stage as- 
sociated with acute infection the 
nasopharynx upper respiratory tract. 
Suppuration may sometimes occur. The 
acute stage may pass off leaving mid- 
dle ear which becomes aerated again 
within few weeks. tests are avail- 
able determine whether tubal func- 
tion has returned normal, but aera- 
tion ventilation maintained. 

The other form the chronic stage 
that may develop insidiously 
mains unchanged during long periods 
observation. This latter form may show 
periods acute exacerbation with in- 
fections, sometimes with discharge, 
may ushered such acute 
process. 

this chronic stage the tubal func- 
tion apparently inadequate free the 
middle ear from fluid and maintain aera- 
tion. The result accumulation 
the middle ear cavity well 
all the air spaces connecting with it. 


486 


| 
gue 
3 
die 
So 


MAY-JUNE 
1950 


small children there practical 
function until has reached the point 
causing fluid accumulate the mid- 
dle ear. the early stages the fluid may 
disappear from the middle ear few 
weeks after acute exacerbation, 
may clear during the summer 
Failure for the ear clear during 
summer season probably means more 
advanced degree tubal impairment. 
the early chronic stage middle ear 
catarrh there may signs pre- 
vious acute inflammation otoscopic 
examination. The drum may show little 
retraction. 

The presence line indicates 
the presence both air and fluid the 
middle ear and usually indicates that 
the condition resolving 
small children the presence such 
fluid line seen perhaps case for 
every which the middle ear spaces 
are completely filled with fluid. The rec- 
ognition the middle ear that com- 


pletely filled with fluid therefore the 
most important evidence tubal ob- 
struction the small child, and usually 
the only evidence unilateral case. 
ensure the recognition this condi- 
tion requires the greatest amount 
coaching the training otologist. 


The recognition middle ear filled 
with fluid depends usually two fea- 
tures: the drum more transparent and 
the appearance the malleus altered. 
Instead the relatively broad diffuse 
streak that normally recognized the 
malleus handle, appears narrow 
clean-cut white line with en- 
largement the umbo. Proof the di- 
agnosis can provided the appear- 
ance fluid line after inflation, 
older individuals after myringotomy fol- 
lowed inflation has partially expelled 
the fluid. The appearance the mal- 
leus, however, the most essential sign 
for the diagnosis chronic tubal ob- 
struction this early age. 
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later stages tubal obstruction 
these children the drum usually shows 
retraction, distortion and scarring. Such 
changes are the result secondary 
acute inflammatory processes reaching 
the middle ear and resulting adhe- 
sions. Some degree irreversible hear- 
ing loss then usually present. 


Group 

The second group includes children 
who are school age but too young for 
some the tests that may done 
older children and adults. 

these children the normal appear- 
ance the drum still remains the basic 
evidence adequate tubal function. The 
presence within the middle ear, 
usually filling completely, 
nized examination the drum usu- 
ally the earliest indication chronic 
tubal obstruction. The presence dis- 
tortion, retraction and scarring the 
drum with without fluid the mid- 
dle ear usually indicates tubal impair- 
ment plus some degree inflammatory 
change the middle ear. 

hearing test provides additional in- 
formation regarding tubal function 
this age period. The information 
such test has limitations which 
are dependent the age the child and 
his ability co-operate. The evaluation 
the hearing test discussed great- 
detail later this paper. 

point practical importance 
the evaluation hearing tests such 
children that each ear must tested 
separately. must borne mind that 
early degree tubal impairment 
causes only mild hearing loss. 
only when the 
gressed the point causing the mid- 
dle car filled with fluid that the loss 
may reach high db. Tubal im- 
pairment sufficient cause negative 
middle ear pressure water 
causes loss for low tones less than 
The virtual impossibility de- 
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screening tests auditory function 
therefore evident. 


otoscopic appearance and the hearing 
test, one may obtain some information 
from Toynbee’s maneuver these small 
school children. The drum observed 
while the tube exposed the small 
pressure changes developed within the 
pharynx during the act swallowing 
with the mouth and nose closed. 

The procedure associated with 
transient negative pressure the naso- 
the tubal resistance minimal, this phy- 
created negative pressure 
the mouth the tube may sufficient 
open it. Then the negative pressure 
momentarily transmitted the mid- 
dle ear and may sufficient move 
the drum. The movement the drum 
produced Toynbee’s maneuver 
sudden and may either two types. 
one, only sudden retraction in- 
ward movement the drum seen. 
This due the fact that the tube 
closes abruptly after opening for very 
brief moment. the other type, move- 
ment inward followed immediately 
return the drum its normal state. 
Thus rapid and fro movement 
seen. this case the tube has been open 
long enough transmit the negative 
pressure and the immediately following 
normal pressure the middle ear. 
the drum seen move, the tubal re- 
sistance the passage air during 
swallowing can more than the 
relatively small pressure developed 
Toynbee’s maneuver. This strongly 
suggestive normal tubal 


Transmission sound through the 
tube swallowing. ideal indication 
normal tubal function one which 
objective evidence obtained that the 
tube opens during swallowing without 
any additional maneuver create 
change pressures. This can done 
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using loud sound source the nose 
and auscultating the ear for the momen- 
tary transmission this sound into the 
middle ear during the act swallowing. 
This test not entirely satisfactory 
objective test since the sound too 
weak easily heard through the 
auscultation tube. The patient, the 
other hand, has difficulty hearing 
the momentary burst sound his 
middle ear. Therefore, the case 
the older child adult, positive test 
good evidence that tubal occlusion 
exists. small children, however, 
seldom practical. negative test, fail- 
ure transmission the sound the 
ear during swallowing, dees not neces- 
sarily mean that tubal function not 
adequate. 


Group 

older children and adults the oto- 
examination also primary 
importance objective indication 
tubal inipairment. 

The objective tests which may em- 
Toynbee’s maneuver and auscultation 
during swallowing with sound source 
the patient’s nose, are follows: 


Valsalva’s maneuver test. The re- 
sistance the tube static pressure 
increase the nasopharynx, created 
Valsalva’s maneuver, may mea- 
sured mercury manometer attached 
nasal tip placed one nostril, the 
other being held closed. Physiologic ven- 
tilation the ear does not occur this 
manner, however, and the test not 
reliable indication tubal adequacy 
ventilator the middle ear. While 
normally minimum static pressure 
about mm. necessary for the 
tube open during this maneuver, vari- 
ous degrees greater pressures and in- 
deed failure the ear this way 
still compatible with normal ap- 
pearing drum and normally function- 
ing eustachian tube. 
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After autoinflation the ear Val- 
salva’s maneuver, over-pressure 
about cm. water, estimated 
the pneumophone, developed the 
middle ear. This secured the closed 
state the tube. now the patient can 
dissipate this excess pressure 
lowing, the associated bulging the 
drum disappears. This ability deflate 
the ear swallowing after successful 
inflation Valsalva’s test suggests that 
tubal resistance low during the act 
swallowing. However, well re- 
member that the normal tube offers less 
resistance the escape air from the 
middle ear than the entrance air 
into the middle ear. 

The measurement pressure needed 
open the tube the Valsalva man- 
euver value diagnosis ab- 
normal tubal patency. 

pressure 
changes the middle ear that arise 
from periods tubal closure may 
difficult Retraction the 
drum has long been described and has 
been attributed conditions reduced 
pressure the middle ear. Severe long- 
standing states retraction often seen 
the chronic inactive state middle 
ear disease probably are the end result 
matory changes within the middle ear. 
The more recent and shorter the period 
obstruction the more subtle are the 
changes the drum. Recognition then 
dependent indirect evidence obtained 
with pneumophone. 


assess. 


The pneumophone apparatus 
that permits the examiner compen- 
sate for the difference pressure be- 
tween the two sides the drum 
using small hand bulb tubing 
sealed into the external canal the 
patient with ear tip. the time that 
these pressure changes are being made 
the examiner and measured 
water manometer, low frequency tone 
constant intensity presented 
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that ear through the tube. The subject 
will note optimum loudness this tone 
when the air pressure the outside 
the drum matches that the middle ear. 
Thus, when the middle ear pressure 
lower than that the external air, the 
patient hears the sound loudest when 
the examiner reduces the pressure 
the external canal sufficiently equalize 
the pressure the middle ear. this 
way the existence negative pressure 
the middle ear may determined 
the examiner. 


The accuracy the patient’s observa- 
tion can checked inflating the ear 
and then repeating the test. the state 
reduced pressure has been corrected 
the inflation, the subject will observe 
that maximum loudness 
when pressure changes acting his 
drum are created the hand bulb. In- 
deed, mentioned above, evidence 
overpressure the middle ear may 
sometimes obtained after inflation be- 
cause the excess air pressure introduced 
may trapped the middle ear 
the closed state the tube. 


Such evidence reduced middle ear 
pressure indirect indication 
inadequate tubal ventilation. reduced 
pressure may indicated both 
middle ear containing air alone and 
the presence air and fluid. However, 
severe degrees obstruction asso- 
ciated with middle ear and mastoid 
completely filled with fluid, 
gives other results. Under these condi- 
tions the subject usually 
change loudness the background 
tone the pressure changed from 
plus minus em. water. This re- 
test. 


There are other conditions 
versible chronic middle ear disease that 
may produce negative readings, but 
changes the drum these cases are 
more clearly defined. 
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Inflation. Inflation remains the final 
procedure test for evaluation 
tubal function. 


Inflation through catheter deals with 
each ear separately and useful for 
certain types treatment but has limi- 
tations diagnostic procedure since 
not physiologic method and not 
reliable indication the adequacy 
the physiologic mechanism for opening 
the tube. 

Inflation Politzer’s method utilizes 
the physiologic mechanism opening 
the tube. When the purpose deter- 
mine the degree adequacy the tube 
ventilator the middle ear, infla- 
tion should done during swallowing 
under controlled and measured degrees 
positive pressure. The most practical 
way determining when the tube opens 
auscultation the sound created 
the movement air into the middle 
ear and the bulging the drum. In- 
spection the drum for bulging 
used for verification. The normal tube 
requires only small positive pressure 
(up to3 Hg) open during 
swallowing. 

The apparatus necessary for measur- 
ing and controlling the pressure con- 
sists pressure source (tank posi- 
tive pressure line) with sufficiently 
accurate valve and tubing with nasal 
tip which held the nose, the op- 
posite nostril being closed. 

When the patient swallows, closing 
off the nasopharynx from the pharynx, 
the pressure the nasopharynx rises 
the degree determined the valve 
and observed the manometer. The 
examiner may regulate the maximum 
pressure developed this system 
escape valve. 

controlling the degree bypass 
pressure the valve, the examiner 
can raise the pressure measured 
amounts until the tube opens. more 
rapid method, however, consists reg- 
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ulating the air flow into the nose 
that increased positive pressure 
about cm. created momentarily 
closure the nasopharynx. the 
rising mercury column watched, the 
ear auscultated, the patient swallows 
repeatedly, and the moment tubal 
opening the pressure noted. The con- 
trolled inflation carried out this gen- 
eral principle may an- 
other pneumophone reading. 


tests. seems reasonable 
believe that hearing tests can use- 
ful obtaining information about tubal 
function. There is, however, charac- 
teristic functional loss resulting from 
tubal failure. When relatively large 
pressure difference (over cm. 
water) exists the two sides the 
drum, preferential drop low fre- 
response noted the audio- 
gram. Pressure 
from inadequate ventilation are, how- 
ever, usually more limited degree than 
this. maximum negative pressure 
less than cm. water 
found cases tubal Only 
db. loss the low frequency 
response expected even such 
extreme case. The large majority 
pneumophone tests indicate much 
smaller negative pressure, and hence 
more subtle loss function 
expected when measured with audi- 
ometer. The creation greater negative 
middle ear pressure tubal obstruction 
prevented the associated forma- 
tion This fluid changes the 
threshold response more for the high 
frequencies, and when fluid completely 
fills the middle ear, more less pro- 
gressive high tone loss flat loss the 
audiogram may recorded. Changes 
the stiffness, mass and resistance 
damping the conduction mechanism 
determine large part what type 
hearing loss will produced middle 
ear disease due tubal failure. 

From practical standpoint, the sig- 
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nificance any hearing loss resulting 
from tubal obstruction that has not pro- 
duced permanent middle ear damage 
that this hearing loss can reversed 
seems unreasonable as- 
sume that hearing loss due eusta- 
chian tube disease reversible can- 
not least temporarily and suddenly 
reversed inflation and the reversal 
the audiogram. This im- 
provement may not maintained after 
few hours the underlying pathology 
remains, but the other hand, 
improvement function can dem- 
onstrated after inflation unreason- 
able attribute the loss eustachian 
tube and reversible middle ear disease 
and that basis initiate treatment 
the eustachian tube improve hearing. 

Momentary increase function after 
markedly retracted drum 
may due the increased pressure 
air trapped the middle ear, which may 
improve the stiffness factor the vi- 
brating system. This improvement 
leaves soon the tube opens again 
release this overpressure. 

Direct inspection the nasopharynx 
and mouth the eustachian tube 
some value predicting physiologic ob- 
struction the tube, particularly the 
presence very large obstructing 
masses. However, all degrees lym- 
phoid tissue hyperplasia may encoun- 
tered the nasopharynx without sub- 
jective objective evidence ear dis- 
Conversely, relatively clear naso- 
pharynx may present the face 
middle ear disease due eustachian 
tube failure determined other 
tests. 

thorough knowledge the gross 
and microscopic anatomic structure, to- 
gether with the normal physiologic ac- 
tivity the eustachian tube, essential 
developing rational approach the 
impaired function. 


SUMMARY 
The tests indicators for tubal im- 
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pairment which are practical value 
depend upon the age and ability the 
patient Three groups may 
differentiated. 


Group The Preschool Child 

The earliest practical indication 
chronic tubal obstruction this group 
the presence fluid the middle ear, 
usually complete filling 
When distortions and scarring the 
drum are present, middle ear changes 
irreversible nature have usually oc- 
Early diagnosis depends upon 
the ability the examiner recognize 
the signs middle ear completely 
filled with fluid well one showing 
lines. 


Group Young School Children 

The chief chronic tubal 
obstruction this group the otoscopic 

Hearing tests are value within cer- 
tain limitations. 

objective evidence that the tube 
opens during swallowing can obtained 
testing with loud sound the nose, 
normal function present. 

Toynbee’s maneuver, positive, in- 
dicates grossly adequate function. 


Group Older Children and Adults 
Indicators the state tubal tunc- 
tion are: 


The otoscopic appearance 


addition the tests mentioned 
group the Valsalva test, the 
pneumophone, and 


Inflation can induced catheter 
Politzer’s method. Inflation dur- 
ing swallowing under conditions con- 
trolled degrees pressure provides ad- 
Measurable 
hearing after inflation corrob- 
orative evidence tubal obstruction. 


Hearing tests 
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Symposium: Irradiation Lymphoid Tissue the Nasopharynx 


INDICATIONS FOR AND RESULTS IRRADIATION 
THE NASOPHARYNX 


Joun M.D. 


BALTIMORE, MD. 


BY INVITATION 


THE presence infected lymphoid 
tissue the nasopharynx has long been 
recognized one the principal con- 
tributing factors recurrent acute and 
chronic infections the upper air pas- 
sages and ears. For many numer- 
ous surgical and medical procedures 
have been undertaken improve the 
condition patients suffering from fre- 
quent recurrent upper respiratory in- 
fections and concurrent otitic infections. 
Such procedures have principally been 
directed toward the lymphoid tissue 
the nasopharynx. The two chief causes 
for their failure have been the inacces- 
sibility surgical removal certain 
lymphoid masses and tendency re- 
current hyperplasia tissue 
following upper respiratory infections. 

1924 Dr. Samuel Crowe and Dr. 
Curtis undertook irradi- 
ate series patients suffering from 
auditory tube obstruction result 
neighborhood the eustachian orifices. 
treated the accepted surgical and 
medical technics that time without 
satisfactory results. The 
tained encouraged Dr. Burnam and Dr. 
Crowe pursue further the idea 
nasopharyngeal irradiation. The treat- 
ment used that time was irradiation 


Presented at the Fifty-Fourth Annual Session of the 


American Academy of Ophthalmology and Otolaryn 
gology, Oct. 9-14, 1949, Chicago, II. 


radon-containing applicator inserted into 
the nasopharynx along the floor each 
nostril. The applicator was designed 
have the long axis radiation op- 
posite the eustachian The tip 
the applicator, which separated 
from the glass capillary containing the 
radon mm. metal, was allowed 
rest against the posterior wall the 
nasopharynx. The lateral walls the 
radon applicator permitted the passage 
both beta and gamma rays. This 
applicator was selected because 
had the advantage allowing the 
use beta rays, all which are ab- 
sorbed within the first centimeter 
surrounding tissue, well gamma 
rays. The heaviest irradiation could 
placed within few millimeters the 
area requiring This was felt 
safer and more accurate meth- 
than the use crossfire roentgen ir- 
radiation which the source several 
inches removed from the nasopharynx 
and necessary pass the rays 
through the surrounding tissues reach 
the area treated. 

The idea irradiation the lym- 
phoid tissue the nasopharynx was not 
new 1924. 1905 had re- 
ported that tissue 
tremely ray sensitive compared its 
surrounding structures. The technic in- 
stituted Burnam and Crowe now 
widely accepted otologists one 
the most satisfactory methods for the 
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reduction lymphoid tissue the naso- 
pharynx. essentially unchanged 
since its inception 1924, The wide use 
the anhydrous radium sulfate appli- 
cator which was developed during the 
past war has necessitated increased 
number minutes for each treatment 
compared the radon applicator, but 
the principle the same. Such treat- 
ment the nasopharynx has but one 
objective, that is, reduce the masses 
lymphoid tissue the nasopharynx 
without injury the surrounding struc- 
tures. Irradiation the nasopharynx 
not effective carried out the pres- 
ence large central masses adenoid 
tissue. Such masses should surgically 
removed, and this 
mented with irradiation when indicated. 
Any results accomplished ray ther- 
apy except the shrinkage 
tissue are purely secondary the reduc- 
tion this tissue. The reduced instance 
aerotitis media, improvement hear- 
ing and the control attacks acute 
otitis media are dependent upon the re- 
moval lymphoid tissue and only in- 
directly the irradiation. 


Irradiation the nasopharynx ef- 
fective treating conductive type hear- 
ing impairment resulting from chronic 
intermittent auditory tube obstruc- 
tion. The greatest care, however, must 
exercised the selection cases 
irradiated. Such selection can 
made only taking careful history, 
making examination the nasophar- 
ynx and ears and satisfactory tests 
the hearing. The history the most im- 
portant single item. story inter- 
mittent otitis media fluctuating hear- 
ing impairment, especially that associat- 
with upper respiratory infections 
changes altitude, should great 
significance. Individuals with irrevers- 
ible lesions the auditory tubes and 
middle ears will not helped irradi- 
ation, even the nasopharyngoscopic 
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examination reveals the presence 
lymphoid hyperplasia around the audi- 
tory tube orifices. Patients suffering 
from hearing loss caused atrophy 
the auditory nerve its end organ can- 
not helped irradiation. Occasion- 
ally individuals with nerve type hear- 
ing loss upon which has 
imposed conductive loss due audi- 
tory tube obstruction may show some 
improvement following treatment, espe- 
cially the lower octaves. 


analyzing the results irradiation 
the nasopharynx those cases suffer- 
ing from conductive type hearing loss, 
becomes evident that irradiation 
the nasopharynx for improvement 
hearing impairment more successful 
thought due the fact that adults 
have had longer period time 
which develop irreversible changes 
the auditory tubes and around the os- 
per cent carefully selected children 
have shown significant and satisfactory 
improvement hearing following ir- 
radiation about per cent carefully 
selected adult patients have shown sig- 
nificant improvement. Proctor,® 
porting the results irradiation the 
Hagerstown (Md.) Clinic, shows that 
only 28.6 per cent 400 selected chil- 
dren had normal hearing when first ex- 
amined, while per cent had normal 
hearing vear after treatment. The ef- 
fectiveness such treatment simple 
aerotitis media can best illustrated 
publication from the submarine school 
New London. Haines and his 
reporting the results irradiation 
New London, showed that per cent 
the submarine trainees who had been 
turned over his department for irrad- 
iation because aerotitis resulting 
from their escape tank tests were able 
proceed with their training after ir- 
radiation. Haines’ group 
was composed very carefully selected, 
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apparently physically perfect men with- 
out previous history ear difficulty, 
therefore, with little possibility ir- 
reversible lesions their ears. 

The success this treatment those 
cases suffering from recurrent severe 
infections the nasopharynx, with 
cough which persists after the common 
cold has subsided prominent symp- 
tom, much more difficult evaluate. 
Upper respiratory infections vary 
virulence with the season and the year. 
Many users the radium applicator 
have found that numerous occasions 
patients have noted marked reduction 
the number and severity their upper 
respiratory infections following irradia- 
tion. Such improvement thought re- 
sult from the reduction the number 
and size the crypts present, which 
have acted protected place for bac- 
terial and virus growth, and the 
shrinkage the lymphoid tissue the 
nasopharynx. Patients should not ir- 
radiated order reduce the incidence 
the common cold. Such therapy in- 
dicated only the presence lymphoid 
hyperplasia the nasopharynx. 

One has heard great deal concern- 
ing the dangers irradiation and dis- 
cussion such hazards indeed time- 
ly. One can only draw conclusions from 
one’s own experience and report what 
has been personally observed. The dos- 
age used each exposure should not 
exceed that which was worked out and 
suggested Dr. Burnam has 
proved clinically safe. The treatment 
should not repeated shorter in- 
terval than two weeks. series three 
treatments usually composes 
course. second course irradiation 
should not administered for period 
one year and total two series 
treatments should the arbitrary limit, 
although cases have been reported with 
many three series over period 
four years without damage. The dosage 
described was calculated Dr. Bur- 
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and has been carefully followed 
the otologic clinic the Johns Hop- 
kins Hospital and the State Health De- 
partment Clinics Maryland, well 
the United States Air Force and Sub- 
marine Service. Using this technic and 
dosage, date have not seen nor 
has there been reported single 
patient who had burn developed 
malignant changes subsequent 
radiation. have three occasions 
the past year prepared irradiate 
patients whose histories made 
picious enough warrant biopsy pre- 
vious treatment. three biopsies 
showed nasopharyngeal carcinoma. Care 
should taken rule out early malig- 
nancy the nasopharynx before this 
type irradiation begun. 


conclusion, feel that irradiation 
the nasopharynx offers another tech- 
nic the otologist’s struggle protect 
the ears and preserve the hearing. 
would well emphasize again that 
only patients carefully screened should 
subjected such treatment and that 
only those with reversible lesions which 
are secondary auditory tube obstruc- 
tion will show any material gain their 
hearing. This method treatment has 
proved safe and satisfactory when car- 
ried out individuals who observe all 
the safeguards which have 
scribed. 


The applicators discussed this pa- 
per have large output beta rays 
and were designed for the sole purpose 
treating tissue the naso- 
pharynx. They must not used treat 
nasal polyps, malignant growths 
the nasal passages elsewhere the 
body. 


Finally, irradiation the nasophar- 
ynx intended only for shrinkage 
lymphoid tissue the nasopharynx, and 
all other results are purely secondary 
physiologic changes. 
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plicator has been used the past 
empirical basis satisfactory 
knowledge the dose delivered the 
tissue undergoing treatment. The term 
milligram hours obviously not ex- 
pression the tissue dose, which, 
order have any meaning, must include 
statement the point measure- 
ment. For identical radium applicators, 
the tissue dose is, course, proportional 
the milligram hours and this term, 
therefore, useful for duplicating tech- 
nics, but for that purpose only. 

Estimates have been made the dose 
the surface the applicator and 
the depth, but these values have varied 
widely and their have made 
claim for their accuracy. 

The biologic effects radiation de- 
pend upon the amount radiant energy 
absorbed the tissue. Any discussion 
the hazards associated with irradia- 
tion is, therefore, valueless unless based 
upon accurate knowledge the doses 
The dosage unit for x-ray and 
gamma radiation the “roentgen,” 
which defined terms the ioniza- 
tion, electric charges, produced 
air under standard conditions. 

While official unit has been adopted 
for beta radiation, usually 
measured 
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nasopharynx radium Monel ap- 
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also called equivalent physi- 
cal” “reps.” One “equivalent roent- 
gen” that amount beta radiation 
which produces the same amount 
ionization air one roentgen 
ray gamma radiation. possible, 
therefore, measure both gamma and 
beta radiation the same method and 
use similar units. This important 
the Monel nasopharynx 
emits both. the surface the appli- 
cator, the beta rays predominate (about 
per cent beta against per cent gam- 
ma), while after passing through cen- 
timeter tissue the radiation almost 
exclusively gamma radiation. 

The purpose this paper pre- 
sent the preliminary results our ex- 
perimental tissue dose determinations 
measured 
both the surface the nasopharynx 
applicator and through 
nesses tissue equivalent material. 


Measuring Instruments and 
Experimental Procedure 

The radium applicator used this in- 
vestigation was the usual type used 
for the nasopharynx irradiation and 
shown schematically figure will 
noted that the side wall the Monel 
enclosure only 0.3 mm. thick, which 
permits all but the low energy beta rays 
pass through. The wall thickness 
the end the Monel enclosure pur- 
posely greater order reduce the 
beta radiation that direction. 


=) 
J 
4 
q 
| 


MAY-JUNE 
1950 


Due self absorption, most the 
beta radiation emitted the central part 
the radium absorbed before 
reaches the surface the applicator. 
This accounts for the lower beta emis- 
sion radium compared with radon 
where self absorption insignificant, 
since radon gas. 

The tissue dose the surface the 
applicator was determined measure- 
ment the ionization produced the 
surrounding air space. the intensity 
falls off very rapidly with distance from 
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chamber, The collecting electrode was 
made only mm. wide order de- 
termine the dose the center the 
radium, where highest. The design 
this chamber similar that de- 
scribed Quimby, Marinelli, and 
Blady? their report secondary fil- 
ters radium therapy. 


The dosage rate roent- 
gens” per minute was determined 
measuring the electric charge collected 
and correcting unit volume. The 
collecting electrode was connected 


-OMM 


the radium, the air volume under inves- 
tigation was limited that very close 
the applicator. accomplish this 
ionization chambers The 
inside wall these was coated with 
aquadag make conducting and the 
radium applicator was mounted con- 
centrically. 

This illustrated schematically 
figure The ionization was measured 
the annular air space between the col- 
lecting electrode and the surface the 
radium applicator, which served also 
the other electrode the ionization 


sensitive null electrometer which en- 
abled balance the collected electric 
charges against known charge which 
could measured with the ordinary 
voltmeter. using different chambers, 
the air spacing was varied from few 
millimeters down 0.25 mm. The values 
obtained were extrapolated zero spac- 
ing order obtain the tissue dose 
contact with the applicator. 
Measurements were also made after 
the rays had passed 
equivalent absorbers enclosing the 
applicator snug fitting aquadag-coated 
polystyrene cylinders, varying wall 
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thickness. this way were able 
determine the dose received the deep- 
tissue not contact with the applica- 
tor. Altogether, was necessary con- 
struct fifteen different ionization cham- 
bers, each which had accurate 
within .001 inch. This may explain why 
there has been some reluctance under- 
take measurements this type. 


made using photographic films place 
the ionization chambers. The dose 
was determined comparing the black- 
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The abscissa shows the distance the 
center the radium and the ordinate in- 
dicates the dosage rate “equivalent 
roentgens” per minute. contact the 
dosage rate 370 “equivalent roent- 
per minute but drops off rapidly. 
mm. depth less than one half 
the surface value and mm. less 
than per cent. The dotted curve shows 
the calculated dose rate the gamma 
rays only; the gamma radiation dose 


may computed with fairly high ac- 
curacy. might expect, the two 


SCHEMATIC 


ness density the test films with 
control films exposed the beta radia- 
tion from uranium, the dosage rate 
which known. Only the relative values 
agree well with the ionization measure- 
ments. However, with improvements 
technic the photographic method may 
offer simple, though approximate, 
means dose determination. 


Results 

The results our measurements 
plotted semilog paper are shown 
graphically figure 


POLYSTYRENE 


about 
mm., when most the beta radiation 
absorbed. will noted that the gam- 
radiation also decreases rapidly with 
the depth, although these rays are 
penetrating that their attenuation tis- 
sue insignificant. This due the 


curves approach each other 


dispersion the rays with distance. 


The same results are tabulated 
table Here given not only the dose 
per minute but also the doses for the 
treatment time minutes and for 
three such treatments, minutes. 
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GAMMA ONLY 
(CALCULATED) 


APPLICATOR 


IRRADIATION LYMPHOID TISSUE 


DOSE RATE RADIUM 


DISTANCE FROM CENTER RADIUM. 


will seen that the total dose far 
from insignificant even for depth 
mm. 


DEPTH | 


FQUIVALENT ROENTGENS 


min. min. 


mm. 


min. 


13,300 
8,100 
6,050 


Surface 370 4.45 | 
0.5 225 


3,460 
2,088 
1,296 


830 
180 


Protection Personnel 
According present protection rec- 


ceive habitually more than 0.3 roentgens 
gamma, 0.5 equivalent roentgens 
beta, radiation per week. Where the 
hands only are exposed, the values are 
1.0 and 1.5 eq.r. Tests were accord- 
ingly made determine the approxi- 
mate exposure received the otologist 
while using the nasopharynx radium 
applicator. The were 
made with pocket electrometers, film 
badges and film rings worn otolo- 
gist while handling the radium. The re- 
sults the tests are shown table 


measurements 


should pointed out that the ex- 
posure will vary greatly with the tech- 
nic used handling the applicator, The 
values shown are, therefore, indicative 
only the order magnitude ex- 
pect. will noted that the fingers re- 
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\WHILE INSERTING AND 
PLICATORS SIMULTANEOUSLY 
SAME PATIENT 


MILLI- 


MILLI- 
DOCTOR ROENTGENS ROENTGENS 
Fingers 160-500 
Sleeve 
Belt front 
Belt rear 
Trouser Pocket 
Nurse’s 115 


(Holding patient’s head 
during entire treatment) 


ceived one-third the 
missible exposure while treating just 
one patient. evident, therefore, that 
physicians using the applicator routinely 
may receive more than the permissible 
exposure their fingers. the other 
hand, the gamma radiation dose low 
and the possibility systemic radiation 
injuries small. However, nurse, who 
routinely holds the patient during 
radiation, gets significant gamma ex- 
posure. This job should, therefore, 
assigned patient’s relatives, who are 
not normally exposed radiation. 

Even when the applicator stored 
lead container, adequate shielding may 
not provided, depending upon dis- 
tance the radium and the thickness 
the lead. This shown table III. The 
radium should, therefore, not kept 
desk but should stored several feet 
away from occupied area. 


III 
PERMISSIBLE WEEKLY 


LEAD CON- 


*A weekly permissible exposure of 0.3 r has been 
assumed. 
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Discussion 

Our measurements indicate clearly 
that the doses commonly used with this 
applicator nasopharynx irradiation 
far exceed those applied any other 
type radiotherapy for nonmalignant 
conditions. However, the high intensity 
limited small volume tissue 
close the applicator. This explains, 
perhaps, why few cases radiation in- 
jury have been mentioned the litera- 
ture. 


should realized that with the 
radium applicator the dose the deeper 
tissue considerably greater than with 
radon for the same surface dose and fil- 
ter. This due the increased expo- 
sure time required with radium because 
self absorption the beta rays. Past 
experiences gained with radon can, 
therefore, not applied directly the 
radium applicator. 


possible limit the dose the 
tissue close the applicator using 
radioactive source which beta emit- 
ter only. Such elements are radium 
and several radioisotopes such stron- 
tium Strontium fission prod- 
uct uranium 235, has half-life 
about years and obtainable from 
the Atomic Energy Commission, Use 
such elements would not only improve 
the safety the patient but would also 
reduce the exposure received the 
otologist while handling the applicator. 

Since the presentation this paper, 
measurements were also made other 
mg. nasopharynx radium Monel ap- 
plicators similar construction the 
one used this study. Variations 
dosage rate between individual applica- 
tors were the order per cent. 
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Symposium: Irradiation Lymphoid Tissue the Nasopharynx 


POTENTIAL BIOLOGIC DANGERS NASOPHARYNGEAL 
BETA IRRADIATION 


LAMPE, M.D. 


ANN ARBOR, MICH. 


BY INVITATION 


use the Monel radium applica- 
tor the nasopharynx for the treatment 
certain otologic conditions 
come widespread. recent paper the 
statement made that over one thou- 
sand such applicators are use current- 
dealing with this method therapy, 
warning raised that radium therapy 
can dangerous but the procedure 
said “safe” the recommended 
technic employed. Those who are ex- 
perienced the effects ionizing ra- 
and who have observed the con- 
sequences which times may follow 
radiation treatment will question the 
presumed invariable safety this form 
therapy. Radiation therapists and 
others employing radium have learned, 
sometimes bitter experience, that 
late radiation damage may become mani- 
fest vears after course treatment 
which resulted apparent immedi- 
ate harm. axiomatic the radiation 
attitude that whereas radical 
irradiation imperative the treatment 
cautious and conserva- 
tive approach essential the radia- 
tion therapy benign conditions. With 
children, caution particularly impor- 
tant. Schulz and have called 
From the department of roentgenology, University 
Hospital, University Michigan. 

The author wishes express his gratitude 
Braestrup for his kindness in making available the 
data the physical measurements radiation 
from the nasopharyngeal applicator. 

Presented at the Fifty-Fourth Annual Session of the 


American Academy Ophthalmology and Otolaryn 
gology, Oct. 9-14, 1949, Chicago, Il. 


attention the significant potentiality 
for producing radiation damage beta 
warned against its indiscriminate use. 
Their discussion excellent and merits 
close attention. 

From the biologic viewpoint, pertinent 
consideration centers the effect that 
beta radiation produces living tissue. 
this respect beta radiation does not 
differ from gamma radiation the oth- 
forms ionizing radiations. With 
gamma and roentgen rays, the ionization 
tissue produced chietly electrons 
which these radiations eject from tissue 
atoms. The beta particle radium 
electron. The essential qualitative 
difference between the two forms 
radiation that the radium beta ray 
must carry out itself the process 
penetration into tissue that may 
reach the atoms ionizes, while the 
case gamma x-rays, their photons 
penetrate into tissue and activate tissue 
electrons which the ionizing. Num- 
erous studies have shown that the tissue 
effects beta radiation are qualitatively 
identical with those produced the oth- 
ionizing radiations: gamma rays, 
the biologic effects the 
beta rays radium may considered 
equal those produced gamma and 

Two erroneous concepts regarding 
the biologic effect beta radiation have 
enjoved some popularity. The 
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that beta produce intensive tis- 
sue effect the point necrosis; this 
has been termed must 
understood that this effect not char- 
acteristic beta rays per se; pro- 
duced only high dose beta radia- 
tion. This idea had its origin the use 
glass radium tubes the early days 
radium therapy. Such 
mitted most the beta rays reach and 
act the tissue contact with the ap- 
During the time required 
achieve adequate gamma ray dose 
the regional tissue, the resultant beta 
ray dose was relatively enormous the 
tissue contact with the radium source, 
and necrosis ensued. 


The second concept, erring the op- 
posite direction, that the beta rays 
cannot harmful because they can pen- 
into tissue for only limited dis- 
tance. The experience leading the de- 
velopment the first concept clearly 
indicates the error the second one. 
Here again, the degree tissue change 
solely function dosage. Within 
the tissue reached the beta radiation, 
dosage will produce permanent 
tissue damage. The tragic accident which 
the Massachusetts General 
December 1944, empha- 
sizes this point.? The supervoltage ma- 
chine that institution was operating 
produce cathode rays (1.2 m.e.v.) 
when group workers entered the 
room. These rays, electrons, were 
about the same energy beta radium 
rays. From doses estimated 
tween 1000 and 2000 severe burns 
were produced even though the pene- 
tration was only few millimeters. 
more recent instance severe skin dam- 
age beta was reported 
ton during the past the radia- 
tion burns followed the handling 
radioactive material emitting beta radia- 
tion. Serious and permanent damage has 
followed radium beta ray treatment 
skin and mucosal lesions. 
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lonizing radiation (gamma 
rays, electrons, neutrons, protons, alpha 
particles, deuterons, etc.) always dele- 
terious its effect cell. Damage 
always produced. causes 
change chemical characteristics 
take place the ionized atoms the 
cell. These atoms will then react chem- 
ically differently than when their neu- 
tral state. The extent damage depends 
the number ions produced. With 
small doses, recovery may complete. 
With large doses, cell death may in- 
evitable. Between these 
gradations effect occur; the cell may 
survive but manifest permanent dam- 
age. 

far the human body 
cerned, radiation damage may mani- 
fested variously depending the con- 
ditions exposure radiation. Total 
body irradiation creates its havoc large- 
damage the hematopoietic sys- 
tem. has been shown animals that 
irradiation the entire body with small 
daily doses inadequate produce evi- 
dence hematopoietic damage may still 
have effect; this effect shortening 
life expectancy. The manifestations 
and evolution damage consequent 
irradiation localized portions the 
body will depend the kind radia- 
tion, types tissue and dose. 

With nasopharyngeal beta irradiation, 
the potential biologic dangers 
considered both relation the physi- 
cian the applicator and re- 
gard the patient. 

The physician subject radiation 
harm two ways: total body irradiation 
and localized (fingers and 
radiation. total body irradia- 
tion may take place, first, inadequate 
protection while the applicators are not 
use and, secondly, exposure dur- 
ing the time the applicators are being in- 
serted into the nasopharynx and during 
the treatment period. The first condition 
should never occur, When not use, 
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the applicators should always housed 
containers sufficient lead thickness 
obviate any possibility exceeding 
the recommended permissible dose. 
should noted that the Advisory Com- 
mittee X-ray and Radium Protec- 
tion (sponsored the National Bureau 
Standards) has recommended per- 
missible dose 0.3 per hour week. 
This supplants the larger dose 0.1 
per day (0.6 per hour week) form- 
erly recommended. The necessary thick- 
ness lead required house various 
quantities radium can found the 
National Bureau Standards Hand- 
book H23, entitled Radium Protection. 
These data are based 0.1 per 
meet the current recommendation 0.3 
per week, these thicknesses must 
increased. 


Some total body irradiation 
evitable during the process inserting 
the applicators, but the dose under ordi- 
nary conditions should negligible. 
the physician remains close the pa- 
tient while the applicators are the 
nasopharynx, the total body dose may 
become appreciable many patients are 
treated. For protection, the physician 
must stay adequate distance from the 
patient. The handbook provides data 
this point. 

Undoubtedly the most serious risk the 
operator runs that injury fin- 
gers and hands. This sort injury has 
been experienced many who have 
worked with radium the past. Some 
current workers are also showing dam- 
age. The damage consists chronic 
radiodermatitis. The skin shows atrophy, 
dry scaling and erythema. The finger 
nails are thickened, ridged and may 
crack, Keratoses and chronic painful 
ulceration may develop. Carcinoma 
the skin may develop the basis either 
chronic ulceration malignant 
degeneration keratoses. Radiation 
cancers the hands have killed many 
those who worked with roentgen rays 
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and radium early this century. The 
evolution these manifestations ra- 
diation damage insidious. They need 
not preceded acute skin reactions. 

should obvious that mg. 
beta applicator more potent source 
radiation than mg. gamma ray 
preparation. The former radiates just 
much gamma radiation the latter and 
many beta rays addition. Actually the 
total ionization capacity the beta rays 
greatly exceeds that the gamma rays. 
far handling during the process 
inserting applicator into the naso- 
pharynx concerned, the gamma ray 
source this writing there are 
definite data available the dose 
received the fingers the hand hold- 
ing the applicator during insertion, but 
indirect evidence suggests that the dose 
per minute may approach the recom- 
mended permissible dose for eight- 
hour day (it has been advised that the 
permissible dose level for fingers should 
not exceed times the permissible dose 
for total body the other 
hand held near the nose during the 
insertion, unless this hand protected 
adequate lead shield the danger 
radiation damage great. seems high- 
probable that radiodermatitis will ap- 
pear certain number otologists 
who use the beta ray applicator fre- 
quently. 

With respect the patient, beta 
irradiation the nasopharynx 
procedure, widely stated? The 
apy will extremely cautious stat- 
ing dogmatically that any application 
radiation absolutely and completely 
safe from all danger radiation se- 
quelae. Because the limited penetra- 
tion the radium beta rays, seems 
likely that only the soft tissues the 
nasopharynx merit consideration from 
the point view potential damage. 
The most recently recommended dose 
appears about minutes per ap- 
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plication, repeated intervals two 
weeks for total three 
Some workers state that they repeat the 
series yearly intervals once twice. 
The impression gained that others 
will repeat the series much shorter 
intervals. 


The crux the problem rests with 
the magnitude the dose expressed 
roentgens. Quantitating the dose 
roentgens permits comparison with ex- 
perience radiation doses and effects 
encountered other fields radiation 
therapy. Beta ray treatment the naso- 
pharynx 
without knowledge the actual tissue 
estimates dosage presented 
the basis calculation, and 
Robbins and Schulz? 
other estimates basis effect pho- 
tographic emulsion. 
varied but did show that the dose the 
first millimeter tissue was high. 
This general accord with what one 
might expect view the high spe- 
cific dose rate for radium beta radiation 
given 


NGEAL 


DOSAGE TO 
SURFACE OF 
APPLICATOR 

MM. 


R.E.P. PER 
MINUTE 
A-A 


R.E.P. PER 
MINUTES 


369 

2712 

130 


(contact 
0.5 226 
1.0 168 


573.6 
18.3 219.6 
9.46 113.5 
5.22 62.6 
4.91 58.9 


47.8 


*A-A axis is perpendicular to longitudinal axis of 
radium and at center of active length. 


Consideration the biologic effects 
the nasopharyngeal mucosa and sub- 
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mucosa greatly simplified 
ionization measurements made Dr. 
Carl Braestrup (table These are 
the first ionization measurements dos- 
age rate tissue made with the mg. 
applicator. The 
dose rates various depths from the 
surface tissue-like material are ex- 
pressed per minute and occur 
along axis perpendicular the long 
axis the radium and the center 
its active length. The r.e.p. (roentgen 
equivalent physical) represents the same 
defined the definition the roent- 
gen. The dose rates are high. 369 
per minute minute exposure 4428 
the surface. For 1.0 depth 
minute exposure 2016 for 1.5 mm. 
1560 

The doses roentgens the surface 
and 1.0 and 1.5 cm. depth tissue 
are high. With rare exceptions they are 
higher than the doses the experienced 
therapist will use the treat- 
ment benign conditions. When doses 
this order magnitude are used 
disease, they should never 
repeated because the high prob- 
ability producing excessive perma- 
which the radiation therapist will never 
accept warranted except dealing 
with disease threatening life. 

The that 
doses this magnitude will produce 
permanent changes the vasculo-con- 
nective tissue apparatus underlying the 
epithelium the nasopharynx. There 
reason believe that the naso- 
pharyngeal mucosa less susceptible 
radiation effect than the skin. view 
the small volume tissue irradiated 
and the fact that the measured doses 
are the maximum values (the doses 
away from the central axis will 
smaller), following minute expo- 
sure the gross radiation changes the 
tissue may negligible. Regeneration 


considerable 
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and repair may leave the tissue appar- 
ently normal appearance, but func- 
tionally the irradiated tissue will have 
diminished power recovery from the 
effects subsequent irradiation. 
accepted some workers! that 750 
the skin erythema dose beta irradia- 
tion. The dose measured depth 
1.5 mm. therefore twice the erythema 
dose, and 1.0 mm. almost three times. 
Some degree vascular damage cer- 
tain follow such dose although the 
tissue may recover and remain intact 
for lifetime. 


The treatment time about eight 
and one-half minutes (equivalent 
1105 1.5 depth) has also been 
used, with applications 
weeks apart treatments. The 
eight and one-half minute exposure 
well above the reported value 
750 for the skin erythema dose and 
impairment recuperative power the 
tissue can anticipated. 


The disturbing feature the current 
technic nasopharyngeal beta irradia- 
tion that embodies repetition 
these fairly large tissue doses. has 
been stated, single doses this magni- 
tude are consistent with continued pres- 
ervation the irradiated area. Repeti- 
tion such doses, however, greatly in- 
creases the potentiality inducing se- 
vere vascular and connective tissue dam- 
age the point where the tissue may 
become vulnerable the insults trau- 
and infection. Because partial im- 
pairment recuperative power, the tis- 
sue will suffer more from the second 
dose than from the first and still more 
from the third that the end result 
damage certainty. the series 
treatments repeated subsequently, the 
radiation encounters tissue with de- 
creased recovery capacity and the dam- 
age created the second series ex- 
ceeds that the first. Radiotherapy ex- 
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perience rich examples the se- 
vere damage that can follow repeated 
exposures. Such examples are only too 
frequent the field low dose treat- 
ment, dermatologic conditions, 
well high dose therapy. The grav- 
est instances radiation injury have 
occurred, experience, with such 
technics irradiation. discussions 
the potential biologic dangers 
nasopharyngeal irradiation, not enough 
attention has been paid the impor- 
factor predisposing excessive radia- 
tion damage. 

second disturbing factor the com- 
mon use this therapeutic method 
children. For the radiotherapist, chil- 
dren constitute group which radia- 
tion employed with caution. When 
proaching intensity radiation bi- 
ologic effect which borders perma- 
nent tissue alteration except when deal- 
ing with malignancy. Certain structures 
youngsters are susceptible 
tion effect—growing bone example, 
and impairment growth may lead 
late deformities even though the tissue 
remains The possibility that naso- 
pharyngeal soft tissue more readily 
damaged children than adults can- 
not proved but neither can ex- 
cluded. greater importance 
fact that long years life can expect- 
after the radiation treatment. Latent 
radiation damage may 
over many vears. children there 
ample time for evolution radiation 
change the maximum degree inherent 
the damage produced the time 
irradiation. 

Fortunately, seems that the rapid 
rate absorption beta ray energy 
passing through tissue will preclude the 
likelihood significant damage the 
structures the base the 
skull and the pituitary gland. The 
danger appears lie the production 
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permanent and significant damage 
the soft tissues the nasopharynx 
the vicinity the applicator. The fate 
these tissues may various. They 
may remain intact for the rest the pa- 
tient’s life. they may exhibit intol- 
probably many years later, break down 
form radiation ulcer. These 
ulcers frequently are painful and only 
too often not heal. Radiation cancers 
may arise such radiation damaged 
tissues. The cancer may may not 
preceded ulceration. must em- 
phasized that these complications may 
not appear for many years after treat- 
ment. other fields irradiation, cases 
are known which such events took 
radiation was completed. 

the basis the known biologic 
effect beta radiation, the available 
data the magnitude the doses (as 
expressed roentgens) which are cur- 
rently used and the knowledge that the 
approved technic repeated irradia- 
tion enhances radiation damage, the con- 
clusion appears inescapable 
manent and significant radiation damage 
the nasopharyngeal soft tissues be- 
ing produced not infrequently. This be- 
ing the case, one can anticipate encoun- 
tering unpredictable incidence the 
clinical manifestations late radiation 
complications some future time which 
may vary from few many vears 
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after treatment. The for 
such complications greatest 
dren who unfortunately constitute 
large proportion the patients subject- 
this type therapy. 
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NASOPHARYNGEAL IRRADIATION AND HEARING ACUITY: 
FOLLOW-UP STUDY CHILDREN 
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report observations made follow-up 
study school children. Many persons 
have participated, one time another 
and various ways, the collection 
the observations which this report 
based, and wish this time specifical- 
acknowledge this fact and ex- 
press appreciation all the mem- 
bers, past and present, the staff the 
department otolaryngology who have, 
their carefully made hearing tests, 
good physical examinations, irradiation 
treatments, etc., made this study pos- 
sible. Throughout the study have par- 
ticipated actively the collection and 
the analysis the observations. To- 
report based analyses made 
mostly me, and assume sole respon- 
sibility for the accuracy the calcula- 
tions and for the content the report. 

The persons whose records form the 
basis for the present report were first 
examined the Otological Research 
Laboratory the Johns Hopkins Uni- 
versity School Medicine during the 
school 1939-1940 connection with 
the study the hearing 1365 white 
school children that was reported the 
1940 meeting the American Otologi- 
cal During the next two years 


From the Otological Research Laboratory, Johns 
Hopkins University School of Medicine. 

This study was aided grants Dr. Crowe 
from the John and Mary Markle Foundation. 
Presented at the Fifty-Fourth Annual Session of the 
American Academy of Ophthalmology and Otolaryn 
gology, Oct. 9-14, 1949, Chicago, Ill. 


large number the children were re- 
examined periodically; report this 
two-year follow-up study was made 
the 1942 meeting the American Oto- 
logical The shortage depart- 
mental staff incident the entry our 
country into World War interrupted 
the program periodic re-examinations 
that had been planned. After the war, 
during 1946 and the first half 1947, 
were made all the 
children, irrespective whether not 
they had been treated, who could then 
located and persuaded return 
the laboratory for re-examination. The 
present report based comparisons 
the records the first and the 
last examinations made the children 
who actually returned 1946 1947, 

The shortest interval 
first and the last examinations the 
children whose records are used this 
report Was six years, the average inter- 
val was slightly over six and half 
years. The average age the children 
the time their first examinations 
was and the time their 
last examinations slightly over 
The age range the time the first ex- 
aminations was from years; 
the last examination was from 
vears. 

Selection the children for examina- 
tion originally, 1939-1940, was not 
the basis hearing present condi- 
tion past history the nasopharynx 
the ears but was entirely the basis 
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enrollment certain classes cer- 
tain schools. The parents all the chil- 
dren who were then attending regular 
classes the third, fourth, fifth sixth 
grades one another six Balti- 
more schools were asked permit their 
children participate the study. The 
only departure from strictly random 
selection white children that age 
group therefore the one imposed 
the requirement that they attending 
regular classes; this automatically ex- 
cluded certain categories seriously 
handicapped children, such the men- 
tally defective, the blind, the severely 
crippled, and children with extreme de- 
grees impaired hearing. The effect 
the present report the exclusion 
the latter group will discussed later. 


All examinations were made the 
hospital under conditions for 
careful work; none was made 
school. All the examiners were well 


qualified for the parts the examina- 
tions they made. Most the irradiation 


treatments were given Dr. 
Crowe The hearing tests, 
the reliability and accuracy which 
one the other the two 
rooms the laboratory. each 
examination, Western Electric Co. 
was used determine 
the thresholds, air conduction, for 
tones frequencies over the range 
from cycles per second the 
charts show the frequencies routinely 
used the tests. The hearing acuity for 
spoken voice was also tested each ex- 
amination means Western Elec- 
tric Co. audiometer 
and the two-digit records; and each 
examination Weber, Schwabach and 
Rinne tests were made with 512 double 
vibration steel tuning fork. The opposite 
ear was masked, routinely, during the 

the 
and the Rinne tests; the 


Schwabach 
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masking noise was generated head- 
phone calibrated masking device, 
locally built, that has been used the 
laboratory for many years. Suitable 
masking was also used, whenever indi- 
cated, during the testing with the pure- 
tone audiometer. The audiometers (two 
each kind), the tuning forks and the 
masking devices 
maintained proper condition for use 
throughout the period time covered 
this study. brief, the last examina- 
tions the children this study were 
made under conditions strictly compara- 
ble those that prevailed the time 
the first examinations. This point 
stressed because otherwise some the 
changes hearing acuity that occurred 
might regarded apparent rather 
than real ones. 


CHILDREN WITH 
NOT TREATED 
The majority the children exam- 
ined had good hearing, would ex- 
pected from consideration the method 
selection used. The inclusion this 
group the follow-up study has proved 
important, for three reasons: (1) 
has made possible the study normal 
aging changes hearing acuity during 
the childhood (2) has provided 
information with respect the effect 
nasopharyngeal lymphoid tissue the 
normal aging changes that occur hear- 
ing acuity during childhood; and (3) 
has provided base-line that can used 
the evaluation the significance 
changes that the hearing 
acuity the children who had impair- 
ments limited high tones and who 
were treated nasopharyngeal irradia- 
tion. for the latter reason that the 
data about this group untreated chil- 
dren are included today’s symposium 
the effects nasopharyngeal irradia- 
tion, 


HEARING; 


the children who returned 1946 
1947 for re-examination, total 
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259 met the requirements set for in- 
the group which normal 
hearing acuity might stud- 
ied; namely, that the first examina- 
tion both ears had good hearing, 
most slight impairment for some tones 
the very high frequencies, 
during the time between the first and the 
last examination treatment the 
throat, either irradiative surgical, 
was received either from members 
our own organization 
cians elsewhere. None the group had 
had any nasopharyngeal irradiation pre- 
vious the first examination, but about 
half the children had been submitted 
throat surgery, either tonsillectomy 
tonsillectomy and adenoidectomy, 
before they entered the study. 


The changes hearing thresholds 
that occurred the entire group 259 
children (518 ears) during the period 
observation are summarized figure 


ABOVE NORMAL FOR CHILDREN) 


THRESHOLD OF HEARING 
DECIBELS OF INTENSITY 


PICT Test 


FIRS? Test: <0. 
LAST Test: 1.8 


FIG. 1—Normal age changes in he saring acuity dur- 
ing childhood, based on tests of 259 untreated chil- 
dren (518 ears) who were re- conan after 6 years 
or longer. As in all except the last figure in this 
paper, the solid line shows the average thresholds 
of the first audiograms and the dotted line the aver- 
age thresholds of the last audiograms, and the numeri- 
cal averages, to the nearest tenth of a decibel, are 
stated below the chart. 


this, all but one the charts 
used the report, the audiogram indi- 
cated the solid line represents the 
arithmetical averages, the means, 
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the air-conduction thresholds for the re- 
spective tones the time the first 
examination, and the audiogram shown 
line represents the corre- 
sponding averages for the last examina- 
tions. The actual averages, the near- 
est tenth decibel, are given tabu- 
lar form below each audiogram chart 
for the benefit persons who may care 
study the data more exactly than can 
done inspection the graphic 
audiograms. impossible show 
slight differences thresholds 
standard audiogram form except 
using lines thin that they are not re- 
produced clearly the printed page. 
Before proceeding inspect the fig- 
ures, few words are order about 
the use averages present the data 
this study. well aware the 
limitations the method and the pit- 
falls into which averages may lead one 
when the raw data cover wide range 
variation. For instance, means nothing 
that the average the ages the per- 
sons home for the aged and 
kindergarten class may the same 
the average the ages the firemen 
the city. But when the range variation 
for similar items the raw data 
small, the method averages satis- 
factory for most purposes. 
that the case the present in- 
the age range was small, the dif- 
tween first and last examinations were 
small compared the total interval, and 
the children within each group sub- 
group had only small 
hearing acuity, compared the possible 
range difference. Certainly this sim- 
ple method reveals the essential story 
well that has not seemed worth 
while use other statistical technics. 
grams displayed figure shows that, 
for the group 259 untreated children 
(518 ears), hearing acuity improved 
slightly for low tones during the period 
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observation, became slightly worse 
for very high tones, and remained al- 
most unchanged for tones the fre- 
quency range from 512 8192 cycles 
per second. The improvements for the 


two lowest tones tested (32 and 
cycles) were somewhat more than for 
the lowest tones generally used audi- 
ometric testing, namely, those with fre- 
quencies 128 and 256 cycles. The rea- 
sons for believing that the shifts 
thresholds recorded for this group 
the normal aging 
changes are stated elsewhere this re- 
port. 


(nly one the breakdowns that have 
been, can be, made the observa- 
tions recorded for the group 259 un- 
treated children will presented today. 
This the breakdown made the basis 
the recorded appearances the tubal 
orifice regions the nasopharynx, 
viewed through nasopharyngoscope, 
the times the first and the last ex- 
aminations, avoid the 
making subgroups too small sig- 
nificant, and the same time avoid 
confusion the interpretation de- 
scriptions different examiners, the 
classification for each examination has 
been restricted two categories: both 
tubal normal, and one both 
tubal orifices abnormal. The average au- 
diograms for the four subgroups thus 
made the 259 untreated children are 


The largest subgroup the one 
which the children had abnormal tubal 
orifices the time the first examina- 
tion and normal tubal orifices the 
time the last examination. These chil- 
dren, other words, had had spon- 
taneous regression nasopharyngeal 
tissue during the transpuber- 
tal period covered the study. This 
subgroup consists 130 children, 
almost exactly half the total group 
untreated children. The average au- 
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diograms these 130 children (260 
ears) their first and their last ex- 
aminations, which are shown figure. 
(A), closely resemble the corre- 
sponding audiograms for 
group untreated children, given 
figure that only careful inspection 
and comparison the two sets data 
can even minor differences noted. 
doubt that the minor differences have 
any 

Sixty-three children, about one- 
fourth the total group 259 un- 
treated children, had normal-appearing 
tubal orifices both the first and the last 
examinations other words, they had, 
probably throughout the entire period 
the study, what usually regarded 
the ideal, the desired, condition 
nasopharyngeal lymphoid tissue with re- 
spect its possible effect hearing 
acuity. theoretic grounds might 
well argued that the base-line for nor- 
mal age changes hearing acuity 
children should limited the data 
for this subgroup. so, however, 
would make essential difference, 
may seen comparison the aver- 
age audiograms for this subgroup 
children (126 ears), shown figure 
(B), with the corresponding data for 
the children the entire group (fig. 
and with the data tor the children whose 
nasopharyngeal lymphoid tissue 
tubal orifice regions 
taneous regression satisfactorily during 
the period observation (fig. A). 

Thirteen the untreated children 
who had normal tubal orifices the first 
examination had one both tubal ori- 
fices abnormal appearance, naso- 
pharyngoscopic inspection, the time 
the last other words, 
hyperplasia lymphoid tissue had de- 
veloped the tubal orifice region dur- 
ing the period the study. The average 
audiograms for this small subgroup 
children (26 ears) are shown fig- 
ure (C). The slight variations from 
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FIG. 2—The average changes hearing acuity that occurred each the four subgroups the 
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8.2 10.4 4.8 
3.9 10.8 3.7 6,2 


FIRST Test: 
LAST Test: 


untreated children (see fig. 1) on the basis of tubal orifice conditions at the times of the first and of 


the last examinations. 


the changes shown the two preceding 
subgroups (fig. and fig. are 
probably due large part the small 
number cases this subgroup; cer- 
tainly the development lymphoid tis- 
sue the tubal orifice regions did not 
affect the hearing for high 
tones 

The average audiograms the 
fourth subgroup the 259 untreated 
children, made the basis tubal ori- 
fice conditions, are shown figure 
(D). The subgroup consists chil- 
dren whose tubal one both, 
were abnormal appearance the 
times both the first and the last ex- 
aminations. Presumably excess 
amount tissue was present 


the tubal orifice region least most 
the time during the interval; this 
was true for the children who did have 
intermediate examinations made during 
the first two years the study. the- 
oretic grounds these children, who had 
persistently abnormal tubal orifices for 
over six each, should have 
fered greater average loss hearing 
acuity than did the children the sub- 
sion lymphoid tissue occurred (fig. 
which the tubal orifices 
were normal the period 
observation (fig. B). Actually, such 
loss thresholds did not occur. Com- 
parison the data part figure 
with that parts and shows that 
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the gain that occurred the average 
thresholds for low tones 
similar that which occurred 
other two large subgroups, and, most 
surprising all, that this the only one 
the subgroups which slight loss 
acuity hearing for the very high tones 
did not occur. not know whether 
the difference the changes thres- 
holds for high tones between this and 
the other subgroups statistically sig- 
nificant the sense indicating that 
persistent lymphoid tissue the tubal 
orifice region has effect 
hearing acuity for high tones, but 
certain that the subgroup large enough 
children (106 ears), 
over one-fifth the entire group—that 
the data prove conclusively 
tissue persistently present 
the tubal orifice regions these chil- 
dren for over six did not exert 
deleterious effect upon hearing acuity 
during the period the study. 


CHILDREN WITH IMPAIRED HEARING; 
TREATED 

With the above data about the un- 
treated children let 
turn now consideration the 
changes hearing acuity that occurred 
the children who had impaired hear- 
ing the time their first examina- 
tions and who were treated, early the 
course the study, means irradia- 
tion nasopharyngeal tissue, 
by, few instances, some combina- 
tion throat surgery and nasopharyn- 
geal irradiation, by, cases sup- 
purative otitis media, some form local 
nonsurgical therapy addition irra- 
diation the nasopharynx. 

All the treated children who returned 
1946 1947 were among those seen 
repeatedly during the course the first 
two the study and whose con- 
dition that time was reported 1942. 
all but about per cent the treat- 
children had been attained 
shrinting the nasopharyngeal 
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tissue before the end the pe- 
riod repeated re-examinations, usu- 
ally long before.? the time their 
return 1946 1947 the treated chil- 
dren, exception, had 
both tubal orifices entirely normal ap- 
spection. This being the case, the report 
the changes hearing acuity that 
occurred them does not have 
complicated subdivisions groups 
the basis tubal conditions, but the 
material can grouped entirely the 
basis type hearing impairment 
present the time the first examina- 
tions before treatment was started. 


Hearing Impairments Limited 
High Tones 

The largest group the treated chil- 
dren that which some form im- 
pairment hearing for high tones ex- 
isted, the hearing for low tones being 
good, usually 2048 higher. The 
average audiograms for the entire group 
are presented figure The code the 


FIRS? est: 13.9 
LAST Test: 8.1 


FIRST Test: 3.7 15.2 
LAS? Test: 4.4 18.5 


FIG, 3—The averages of the first and of the last 
audiograms ears children who had some 
form of impaired hearing for high tones and who 
were treated by nasopharyngeal irradiation. The in- 
terval between the tests was six years or more in 


each case. 


same that used the charts for the 
untreated children (figs. and 2); the 
solid line represents the arithmetical 
averages the thresholds the first 
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examination, the dotted line the corre- 
sponding data for the last examination. 
Each the lines this chart shows the 
average the thresholds ears. 
The designation for this group given 
ears, instead children, because 
some the impairments were unilater- 
al; would have confused the deter- 
mination the effect nasopharyn- 
geal irradiation this form hearing 
impairment have included the cal- 
culations the opposite ears, some 
which had good hearing and some 
which had impaired hearing for all 
tones. 


THRESHOLD OF HEARING 


FIRST Test: 13.5 9.8 9.5 9 
5.0 4.8 4 0.6 4.3 


LAST Test: 9.0 


FIRS? Test: 3.8 9.9 27.9 35.1 
LAST Test: 4.1 10.0 21.0 32.7 


loss at the first test. 


Comparison figures and shows 
that the base-lines, the averages 
their first audiograms, differ for the 
high tones the untreated 
treated groups the manner that would 
expected from the basis used for the 
selection children for treatment, but 
that the average changes the acuity 
hearing that occurred the two 
groups during the period observation 
resemble each other closely. The treated 
group, like the untreated, had slight 
improvement thresholds for tones 
the low range frequencies and slight 
additional impairment for high tones. 
The only real difference the changes 
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that occurred the average acuity 
hearing the two groups that the 
improvement the low frequency end 
group, the tones the frequencies 
512 and 1024 cycles, well the 
ones from 256 downwards, The average 
changes for the high tones are all slight 
amount the treated group, and the 
only one which the 
hold improved all, from 2048 cycles 
upwards, was 10,321. The average gain 
this frequency amounted only one 
decibel. 

well recognized that hearing 
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FIRS? Test: 14.3 10.3 
LAST Teets 7.3 3.2 


FIRST Test: 3.7 19.6 36.4 52.2 
LAST Test: 4.6 25.6 40.3 55.1 


FIG. 4—The high-tone loss cases (see fig. 3) subdivided on the basis of “‘gradual” or of “abrupt” type 


impairment limited high tones may 
the so-called “gradual” type the 
so-called “abrupt” type. The differentia- 
tion, which not always clear-cut, 
usually made nowadays the basis 
the appearance the threshold audio- 
determine whether the 
fect nasopharyngeal irradiation may 
differ with the type high-tone loss, 
the material used for figure has been 
subdivided. 

The “gradual” high-tone losses. Fig- 
ure (A) presents the data for the 
ears that had, individually considered, 
impairment the “gradual” type. 
casual inspection the charted 
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data shows that this subgroup slight 
gain average hearing acuity did occur 
for three the high tones, those with 
the frequencies 8192, 10,321 and 
13,004 cycles per closer 
tiny the individual records this 
subgroup, made attempt learn 
what factor the improvement might 
attributed, revealed that only the 
ears had had average change for 
(8192 upwards) more than deci- 
nine had become better, three had 
become worse. Seven the nine that 
definitely improved had had return 
normal essentially normal thresholds 
all the high tones except 16,384. 
interest also note that the three 
ears for which hearing acuity definitely 
became worse all had change type 
high-tone loss, from “gradual” 
form impairment; none 
the three had undergone 
sion the “gradual” type loss pres- 
ent the first Nothing has 
been found, the form relationships 
other items about the condition 
these children, explain why some ears 
this subgroup had definite changes 
hearing acuity while the majority did 
not. 

The “abrupt” high-tone Fig- 
ure (B) presents the data for the 
ears that had, the first examination, 
some form other type 
hearing loss for high tones. Inspec- 
tion the charted averages thres- 
holds shows that this subgroup, 
high-tone loss, the 
tones the lower end the scale in- 
cludes the frequencies 512 and 
1024 cycles, but that, contrast the 
other subgroup, hearing acuity for all 
the high tones has the average become 
worse. order ascertain whether 
the progressive impairment for high 
tones for the subgroup whole was 
associated more with one subtype 
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“abrupt” loss than with another, the 
material which figure (B) based 
has been further subdivided the basis 
how many the high tones were 
poorly heard the first 
This subdivision necessity makes the 
number ears each category smaller 
than desirable for significance. For 
whatever they may worth indicat- 
ing trends, however, the averages for 
the categories that contain more 
cars each are presented figure 
Figure (A) shows the averages 
the first and the last audiograms 
ears, each which had, the first 
examination, good hearing for tones 
and the frequency 10,321 
and markedly impaired hearing, 
total loss, for the two highest tones 
tested, 13,004 and 16,384; figure 
gives the corresponding data for the 
ears that originally had the frequency 
5793 cycles the highest one well 
heard; figure gives the data for 
the ears that the first examination 
had markedly impaired hearing for the 
five frequencies tested above that 
4096 cycles; and figure (D) gives 
the data for the ears with which 4096 
and all higher frequencies were poorly 
heard the beginning the study. 


The progression the impairment 
hearing for high tones that took place 
the ears with “abrupt” type losses, 
indicated the observations just 
presented, occurred spite the suc- 
cesstul shrinkage, means naso- 
pharyngeal irradiation, lymphoid tis- 
sue the regions the tubal orifices 
these Another item interest 
today that not even one instance 
the entire subgroup ears was the 
highest tone that was well heard 
higher frequency the last examina- 
tion than the first examination. These 
two facts, spite the small size 
the categories the subgroup, afford 
strong support the view that the cause 
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FIRST Test: 3.0 9. 
LAS? Test: 6.7 16 


THRESHOLD OF HEARING 


FIRST Test: 15.0 8.3 7.2 7.9 9.3 
LAST Test: 7.1 2.1 2.1 2.9 7.9 


FIRST Test: -0.7 40.0 42.9 52.9 
LAST Test: 2.1 586.3 50.7 55.7 


FIG. 5—Subdivision the type loss cases 
high tones were poorly heard at the first test. 


type high-tone losses 
hearing children not related the 
presence absence lymphoid tissue 
the 


Moderate Impairment 
Hearing for All Tones 

Seventeen the children 
turned for re-examination 1946 
1947 had had, the time their first 
examinations, moderate impairment 
hearing for all tones; the thres- 
holds for most tones were the 
decibel zone. seven the children 
the impairment for all tones 
lateral, was unilateral; thus the 
total group with impaired hearing 
this type consists only ears. 

Previous their first examination 
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FIRST Test: 15.1 10.6 8.5 7.7 10.4 4.2 4 42.7 
LAST Test: 6.7 3.2 1.9 8.7 0.8 mode 


FIRST Test: 0.8 7.3 51.5 54.2 
LAST Test: 0.0 13.1 49.2 55.8 


FIRST Test: 12.5 10.86 10.8 6.7 15.8 . 
Test: 5.8 2.5 4.2 4.2 10.0 -0.8 


(see fig. 4, B) on the basis of how many of the 


the present study, all but the chil- 
dren this group had had suppurative 
otitis media, which history 
firmed each case the appearance 
the membrane, and the 
children had had tonsillectomy and 
adenoidectomy performed. All the 
children were treated nasopharyngeal 
irradiation, using radon brass appli- 
cator with wall thickness 
The usual dosage given treatment 
with this applicator was the equivalent 
2.2 gram minutes radium, each 
side the nasopharynx. The average 
number treatments given the children 
this group was four and half; 
boys received eight treatments each. The 
total irradiation received each side 
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the nasopharynx these boys was, 
respectively, 18.7 gram-minutes equiv- 
alent months, and gram- 
minutes equivalent months. ad- 
dition the irradiation treatments, sev- 
eral the children had local treatments 
the ears, the times suppurative 
episodes, and the children who 
had not had tonsillectomy and ade- 
noidectomy previously had this opera- 
tion performed during the period 
observation. Operation was strongly ad- 
vised for the fifth child also, 
mission for operation was refused 
the parents. other words, treatment 
the children this group was not 
limited nasopharyngeal irradiation, 
but efforts were made improve the 
dure seemed advisable. 

their return 1946 1947, all 
but one the children this small 
group had normal appearing tubal ori- 
this good result includes the boy 
for whom operative permission was re- 
fused. did have total six irradia- 
tion treatments during one-year period 
time. Three the children had, 
the time their return, suppurating 
ear. 

The averages the audiograms 
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FIRS? Test: 31.7 
LAST eet: 19.2 


FIRST Test: 24.8 23. 
LAST Test: 9.2 1 


FIG, 6—The averages of the thresholds at the first 
and the last tests the group ears that 
had, when first examined (solid line), moderate im- 
hearing for all All had naso- 
some had other treatment 


pairments of tones, 
pharyngeal irradiation; 
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the ears this group, the times 
the first and the last examinations, 
are presented figure Inspection 
the charted data shows that the aver- 
age these ears had real improvement 
hearing acuity during the period cov- 
ered the study. Inspection the in- 
dividual records shows that none the 
ears became markedly worse, that sev- 
eral them had only slight improve- 
ments, and that about half the ears 
had marked degrees improvement. 
figure are presented the first and the 
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FIG. 7—The actual audiograms (not averages, as 
the other figures this paper) the child 
whose hearing improved the most of any during 


the period the study. 


last audiograms both ears the child 
who had the most improvement any; 
the interval, will noted, was seven 
Most the improvement 
curred soon after the first two irradia- 
tion treatments were given; had 
total five treatments and received 
other throat nose therapy between 
the times the tests charted. did not 
have any hearing acuity 
during the seven years. interest 
note that this boy, also the two others 
who had similar amount bilateral 
plained having frequent colds. The 
present report not concerned with 
evaluation the effect nasopharyn- 
geal irradiation throat and nose in- 
fections, therefore this aspect the 
more general topic the symposium 
will not pursued further today. 
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Severe Impairments Hearing 

cover the topic indicated the 
title this report, data with respect 
the effects nasopharyngeal irradia- 
tion the hearing children who have 
severe types impairment should 
included. Such data are not available, 
least not data based significantly 
large groups children who have been 
re-examined after time intervals com- 
parable those for the groups that have 
been reported today. was stated early 
the report, the method selection 
used 1939-1940 automatically exclud- 
from the study children with hearing 
impairments severe that they were 
not attending regular school classes. 
Considerable numbers children with 
various forms severe hearing impair- 
ment have been treated irradiation 
private patients associates, but 
only small numbers them within any 
one category types hearing impair- 
ment have been followed and re-exam- 
ined five years longer after the first 
hearing tests. The question the pos- 
sible significance the data about these 
small groups (the largest contains only 
five children) further complicated 
the factors that determine whether pri- 
vate patients continue return for ob- 
certainly such groups not 
represent random selection the pa- 
tients seen but tend biased favor 
those who were not satisfied with the 
results obtained. Perhaps that why 
the data, such they are, for the severe 
hearing impairment show that 
none the groups had average im- 
provement hearing thresholds. Indi- 
vidual cases, yes groups, no. 

DISCUSSION AND CONCLUSIONS 

The data yielded this follow-up 
study school children indicate that 
previous ideas the effect naso- 
pharyngeal lymphoid tissue hearing 
and the effect nasopharyngeal ir- 
radiation impaired hearing need 
revised, 
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The reports and statements that have 
previously been made this subject, 
and the impressions they have given, 
are well known most members this 
audience, therefore will not take time 
this symposium review dis- 
cuss suffices for the pres- 
ent point out that the data from the 
follow-up study reported today not 
support the idea that the most common 
form impaired hearing found chil- 
dren, namely, impairment thres- 
holds limited high tones, usually 
result interference with the normal 
functioning the eustachian tube due 
directly indirectly the presence 
tissue the nasopharynx. 
Nor the data reported today support 
the idea that shrinkage the naso- 
pharyngeal lymphoid tissue irradia- 
tion favorably affects the thresholds for 
high tones many children whose im- 
pairments are limited the high tones 
the audible range. 


The changes that did occur the 
hearing the children who had impair- 
ments only for high tones and who were 
treated nasopharyngeal irradiation 
are, fact, the average similar 
magnitude and kind the average 
changes that occurred during the same 
period years the hearing thres- 
holds the large group children who 
had good hearing for high tones and 
who were not treated. aging was re- 
sponsible for the changes 
acuity the latter group (see discus- 
sion below), the same factor, aging, 
suffices explain the changes that oc- 
curred the treated group. Whatever 
the cause the changes, certainly the 
similarity the average changes the 
hearing thresholds the two groups 
children warrants the conclusion that 
the nasopharyngeal irradiation 
ments received the children with im- 
paired hearing for high tones had ef- 
fect their acuity hearing, either 
beneficial The question 


= 

4 3 

ret 

7 

4 

f 

7 


MAY-JUNE 
1950 


why the base-lines for high tones the 
two groups were different the begin- 
ning the period observation falls 
outside the province today’s symposi- 


um. 


For the small group children who 
originally had impairments thresholds 
for all tones, the audiograms the first 
and the last examinations show that 
the average considerable improve- 
ment hearing acuity occurred during 
the period observation. Whether 
not the improvement was result the 
received open question. 
Inspection the individual records 
the children this group reveals lack 
homogeneity important factors 
that marked contrast the similar- 
ity the individual records the chil- 
dren the groups with various forms 
impaired hearing for high tones only. 
Furthermore, most the average im- 
provement shown the audiogram 
attributable the inclusion this 
group three children whose hearing, 
bilaterally, returned essentially nor- 
mal. Such improvements hearing 
are well known occur spontaneously 
sometimes children who have moder- 
ate impairments hearing for all tones. 
suitable control group untreated 
children, followed for similar period 
years, not available for evaluation 
the factor spontaneous improve- 
ment hearing. For the above reasons 
believe that the follow-up 
ported today does not contain enough 
evidence convincing with respect 
the effect nasopharyngeal irradia- 
tion the hearing acuity children 
who have impairments thresholds for 
all tones. 


connection with the above dis- 
cussed group, interest note 
that only the 1365 children exam- 
ined the original survey during the 
hearing for all tones, either with one 
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with both ears, and that these 
children either had previously had, 
had the time the first examination, 
suppurative otitis The well- 
recognized importance suppurative 
otitis media cause handicapping 
degrees impaired hearing 
firmed the observations, but the data 
the present study afford evidence 
whether not the incidence ear 
infections early childhood actually 
reduced nasopharyngeal irradiation. 

The changes that occurred the hear- 
ing thresholds the group 259 un- 
treated children are some respects the 
most interesting the findings made 
this follow-up study. All the children 
this group had least fairly good 
hearing the time their first exam- 
inations and none them had any treat- 
ment ears, nose throat during the 
period observation. The changes that 
occurred may therefore properly re- 
garded normal for the age period 
covered. The fact that for the group 
whole slight loss occurred the 
thresholds for very high tones good 
agreement with what was expected 
from all the studies that have been 
The studies adults, 
however, have given reason expect 
that improvement hearing acuity 
for low tones occurs during the child- 
hood years. This observation therefore 
requires further consideration. Three 
items favor the view that the recorded 
changes thresholds actually represent 
gain hearing acuity for low tones. 
The items are: (1) the care that was 
taken throughout the study maintain 
uniform, and proper, conditions for the 
making hearing tests; (2) the fact 
that all the subgroupings that have been 
the material, including ones 
that have not been presented today, 
show similar changes the average 
thresholds for the low tones 64, 128 
256 during the period ob- 
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servation; and (3) the likelihood that 
any so-called would 
have been operative for the responses 
all the tones used the tests, not 
limited the responses made tones 
one range only. 


believe, but have evidence 
support the hypothesis, that the above 
recorded “normal” 
thresholds for low tones the result 
purely physical phenomenon, most 
probably change acoustic impedance 
related some way growth changes 
the average size the middle ear cav- 
ity and the external auditory canal. 
doubt that the improvement hearing 
which appears occur normally during 
childhood, for low tones, results from 
any organic changes the inner ear 
the auditory pathways the 
Certainly the observations reported to- 
day rule out spontaneous regression 
tissue the region the 
nasopharyngeal orifice the eustachian 
tube the remote cause the improve- 
ment under discussion, which occurred 
also the group children whom 
spontaneous regression did not occur 
and the group that had normal ap- 
pearing tubal orifices throughout the pe- 
riod observation, 


The average change hearing acuity 
for low tones that occurred the chil- 
dren small that would not 
considered significant comparing tests 
individual, but occurred con- 
sistently the groupings the mate- 
rial the present study that believe 
age changes related certain- 
should looked for others who 
have material suitable for the purpose. 


SUMMARY 

stresses the irradiation aspect the 
basic topic, which tissue 
the nasopharynx. The data the fol- 
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low-up study school children reported 
above yield information about the broad 
aspect the relation nasopharyngeal 
tissue hearing acuity 
well information about the effect 
hearing thresholds treatment this 
tissue irradiation. 

The shortest interval between the first 
and the last hearing tests the children 
this study was six the average 
interval was slightly over six and 
years, both for the treated and for the 
untreated children. The average age 
the children the time the exam- 
ination was years; the age range 
that time was years. 

whose hearing was good the first ex- 
amination and who had throat treat- 
ment, either irradiative operative, 
during the entire period the study, 
slight average gain hearing acuity oc- 
curred for low tones, measured 
air-conduction thresholds, 
and the average slight loss occurred 
for high tones. The gain for low tones 
occurred consistently each the sub- 
groups based the four possible com- 
binations normal abnormal 
tubal orifices the beginning and the 
end, respectively, the period ob- 
servation. One subgroup, however, had 
the average loss for high tones; 
consists children (106 ears) whose 
tubal orifices were abnormal appear- 
ance, nasopharyngoscopic inspection, 
both the first and the last examina- 
tions. The greatest average loss for high 
tones occurred the subgroup 
children who appearing 
tubal orifices the beginning and the 
end the study. 


group ears children who 
had impaired hearing only for high 
tones, either bilaterally unilaterally, 
and who were treated irradiation 
showed average gain for low tones 
similar that the chil- 
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dren, whom regarded normal 


for the age period, and slight addi- 
tional loss for high tones. instance 
the ears that had type 
high-tone loss was the highest tone 
that was well heard higher fre- 
quency the last examination than 
was the first 

group ears that had mod- 
erate impairment hearing for all tones 
level—had, group average, real im- 
provements hearing acuity 
tones, after irradiation the nasophar- 
ynx. About half them, however, 
showed either very little improve- 
ment hearing acuity. 

The broad reached that 
previous ideas, widely prevalent, the 
effect nasopharyngeal tissue 
hearing and the effect naso- 
hearing need revised. 
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THE ABUSE NASOPHARYNGEAL IRRADIATION 
KENNETH Day, M.D. 


PITTSBURGH, PA, 


Tue primary purpose nasopharyn- 
geal irradiation introduced Crowe 
and his co-workers reduce and elim- 
inate hyperplastic lymphoid 
ated near the orifices 
eustachian tubes. The presence this 
tissue has been assumed 
major cause tubal obstruction with 
conductive deafness and high-tone hear- 
ing loss, especially prevalent 
hood. That some good results have fol- 
lowed the use irradiation not de- 
nied. However, must disagree with 
the opinion that tissue the 
vicinity the tube orifices responsible 
for the tubal closure and deafness the 
great majority these cases, and 
maintain that irradiation this tissue 
will seldom relieve the deafness cause 
the tubes open. have examined the 
nasopharynx many hundreds chil- 
dren both with the nasopharyngoscope 
and the postnasal mirror. consider 
rarity find lymphoid tissue actually 
obstructing the lumen the eustachian 
tube. The presence some lymphoid 
tissue the vicinity the tube orifice 
the rule rather than the exception, and 
impinge overlap the tube orifice 
even though there normal hearing and 
complete absence ear symptoms. 
not believe that the mere presence 
condition but that simply compen- 
satory act nature. The removal 
Presented at the Fifty-Fourth Annual Session of the 


American Academy of Ophthalmology and Otolaryn 
gology, Oct. 9-14, 1949, Chicago, 


tonsils and adenoids usually followed 
some lymphoid hyperplasia Na- 
effort replace the lost tissue. 


Conductive deafness with paucity 
symptoms signs occurs very com- 
monly children. see many more 
these cases than formerly result 
the routine hearing surveys school. 
The nonventilated secretory middle 
ear frequently unsuspected 
even diagnosed following local examina- 
tion. This condition often transitory 
and may resolve without any treatment 
following the subsidence head cold. 
the other hand, may persist for 
months even years not treated. Al- 
though stress has been placed the 
preponderance high-tone hearing loss 
this condition shown audio- 
grams, complete hearing tests are car- 
ried out will shown that low tones 
are equally affected the range below 
200 Audiograms not record 
the hearing loss for very low tones and 
tuning forks are essential, especially the 
24, and double-vibration forks. 
The Rinne test will negative for the 
108 128 forks. simple matter 
differentiate between high-tone nerve 
damage without conductive block and 
the high-tone hearing loss associated 
with conductive deafness. might cate- 
gorically state that any patient who can 
hear double-vibration tuning fork 
air conduction has 
block. There certainly justification 
for nasopharyngeal irradiation cases 
toxic high-tone nerve 
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lowing some the diseases child- 
hood, such mumps, scarlet fever and 
pneumonia. 

spite all statistics the bene- 
ficial results irradiation nasophar- 
yngeal lymphoid tissue for conductive 
deafness, have been greatly disappoint- 
and disillusioned own experi- 
ences with its use, and not alone 
disappointment. conscientiously 
used the Monel metal radium applicator 
more than 100 cases private 
practice where nasopharyngeal examina- 
tion revealed lymphoid tissue overlap- 
ping impinging the mouth the 
eustachian tube. Objectively, following 
from three six irradiations, could 
detect little gross change the appear- 
ance the lymphoid tissue irradiated. 
less than per cent these cases did 
the irradiations appear have any per- 
manent effect the patency the 
eustachian tubes ventilation the 
middle ears. few cases with obviously 
inflamed and infective lymphoid tissue 
were definitely helped. 

cases under observation, nasal al- 
lergy has eventually proved pres- 
ent and control the allergy has been 
necessary before the ear symptoms were 
entirely relieved. Irradiation gave tem- 
porary relief some the allergic 
cases, but the tubes again became closed 
and the deafness returned within from 
three nine months. This might ac- 
count for some false assumptions 
cures these patients were not followed 
sufficient length time follow- 
ing irradiation. 

The next most common cause tubal 
closure series cases has been 
the presence masses adenoids 
adhesions along the lateral wall the 
nasopharynx following 
tomy. The average adenoid operation 
travesty and the exception rather 
than the rule see clean nasopharynx 
following this surgical procedure. The 
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the fossa can have 
pulling effect and account for the clo- 
sure the tube and the associated deaf- 
ness. have found that simple finger 
surgery has proved very efficacious for 


presence apparently minor adhesions 


removing these adhesions and for crush- 
ing any remnants adenoid The 
prompt recovery normal hearing and 
renewed patency the eustachian tubes 
following this simple procedure will oc- 
cur far more frequently than one would 
expect. 

surprising that only about 
per cent the cases conductive 
ness with tubal closure were corrected 
the removal tonsils and adenoids 
even when the latter were obstructive. 
This low figure may misleading due 
the fact that approximately two- 
thirds the cases this series had al- 
ready had their tonsils 
where. less than per cent all 
the cases have seen have felt that 
some form irradiation was indicated 
advisable. 

words should said about 
preventive measures 
which should begin with the baby its 
cradle. venture state that sizeable 
percentage hearing defects discovered 
late childhood are due the improp- 
feeding babies. Unless the 
head least degrees from 
the horizontal, cannot swallow with- 
out into the nasopharynx. 
The frequency childhood allergies 
milk and orange juice might well due 
this insult. astonished 
the high incidence allergic rhinitis 
associated with tubal closure and 


have 


tory otitis. 

have discussed this subject chron- 
conductive deafness with tubal clo- 
sure some detail because the 
condition for which irradiation has 
been advocated. have 
show own experience that ir- 
radiation seldom effective indicated 
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for this condition. Instead routinely 
irradiating children with hearing defects 
and questionable hyperplastic lymphoid 
tissue, would seem much more logical 
attempt determine the actual causes 
the hearing defects and eliminate 
them indicated, reserving irradiation 
last resort rather than cure-all. 

not too difficult comprehend 
just how irradiation therapy the naso- 
pharynx has become popularized both 
among the medical profession and the 
among the air personnel during the last 
war gave national advertising. This 
publicity was augmented commercial 
advertising the Monel metal radium 
applicators being beneficial for vari- 
ous ailments. recent article na- 
tional weekly magazine done much 
stimulate public interest this form 
therapy. There certain aura 
mysticism about the action radium 
cure for deafness which appeals 
the public, along with the added fact 
that there surgery involved. Also, 
the erroneous and dangerous idea that 
the use radium does not help the 
condition, least cannot any harm. 

Regardless how this form ther- 
apy has become popular, there 
question but that has become big busi- 
ness. Over two million dollars have been 
invested the medical profession 
radium applicators. Most these appli- 
cators have been purchased with the 
highest motives the hope keep- 
ing date and utilizing new forms 
treatment for conditions which had 
heretofore been neglected, The apparent 
simplicity with which the applicators can 
used added attraction. The ap- 
plicators can now rented for one 
two days month, when they can 
used successively officeful pa- 
tients and can become lucrative source 
income the user. Their use now 
advocated not only for conductive types 
deafness with hyperplastic 
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alien conditions and symptoms head 
colds, tinnitus and chronic cough. Some 
advocates advise the use irradiation 
routinely following tonsillectomy and 
adenoidectomy prevent the regenera- 
tion tissue. The use ra- 
dium applicators the nasopharynx has 
reached the racket level, and 
they are being handled not only otol- 
ogists and radiologists but also pedia- 
tricians and general practitioners. has 
apparently become the custom use 
them for the treatment symptoms 
rather than pathologic conditions and, 
too frequently, the nasopharynx not 
even examined before irradiation. 
the present time fully one-third all 
the new patients whom examine 
private practice have already had 
been advised have one more ir- 
radiations for deafness, tinnitus, head 
colds and allergy. The majority show 
evidence excessive lymphoid hyper- 
plasia the nasopharynx nor any relief 
from the symptoms for which they were 
treated. 

There would some excuse for this 
indiscriminate irradiation were only 
true that harm, but the 
evidence quite the contrary. 
were shown the meeting this Acad- 
emy just last year some the delayed, 
destructive results following the use 
irradiation for blemishes the face 
dosages not greater than are now ad- 
vised for use the nasopharynx. 
danger the fact that 
the application period advised for the 
Monel metal radium applicators has 
been increased, first from six and half 
eight minutes, and now twelve min- 
utes. are beginning see some 
the damaging effects nasopharyngeal 
irradiation the past, and myself, 
have observed two cases crusting, 
which were 
undoubtedly due the use radium. 
Just recently examined young wo- 
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FIG. 1—Reaction five weeks following applications 
to forearm with Monel metal radium applicator. 
Upper lesion, ten-minute application; lower lesion, 
five-minute application. 


man with typical otosclerosis who had 
received three irradiations for deafness. 
vealed telangiectasis covering the en- 
tire vault. feel quite sure that routine 
cases which have received irradiations 


the past will reveal more and more 
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evidence the occasionally destructive 
effect this form therapy. 

the meeting this society last 
was suggested that each man 
using these applicators should first de- 
termine the erythema dose placing 
applicator his forearm and that ir- 
radiation limited suberythema 
dose. One our members followed this 
advice. five minute application caused 
definite erythema and ten minute ap- 
plication caused ulceration and necrosis 
(fig. 1). 

every user these applicators will 
make the suggested tests his own 
forearm, venture prophesy that not 
only will the applicators used far less 
frequently but the application time will 

are rapidly reaching the point 
where the cure worse than the dis- 
ease, and the beneficial effects irradia- 
tion will overshadowed the dele- 
terious and destructive results its in- 
judicious usage. 
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DISCUSSION 


Dr. Let attempt sum- 
marize some the pertinent contributions 
this symposium. We, practical otolaryn- 
gologists, have had number questions 
raised our minds which should like 
have answered. 

know what causes hypertrophied lymphoid tis- 
sue and what are its effects. Dr. Schenck 
have covered this subject very ade- 
quately when told that the factors af- 
fecting the growth tissue are (1) 
diet, (2) endocrine secretions, (3) stimuli oth- 
than hormonal, (4) acute and chronic infec- 
tion, and (5) genetics. reduces this dis- 
cussion simple fact, however, when 
tells that, from the viewpoint the oto- 
laryngologist, acute and 
produce the most significant changes 
lymph tissue the nasopharynx. 

But seems that more searching 
question what means determine 
when the hypertrophied tissue re- 
sponsible for hearing defect. Here en- 
counter ethical difference opinion. Dr. 
Rordley contends that taking 
history which obtain the story inter- 
mittent otitis media and/or hearing impair- 
ment, especially associated with upper respira- 
tory infections changes altitude, ob- 
tain information great significance. em- 
phasizes also the importance examining the 
nasopharynx, referring the discovery 
tissue about the orifices the eusta- 
chian tubes and relying also, considerable 
extent, upon satisfactory checks which give 
evidence conductive type deafness. 

Dr. Day disagrees with this point view. 
does not believe that lymphoid tissue 
the vicinity the tube orifices responsible 
for tubal closure and deafness the great 
majority cases and maintains, therefore, 
that the irradiation this tissue will seldom 
relieve the deafness cause the tubes open. 

Dr. Day has struck vital note when 
calls attention the necessity complete 
hearing tests which the 24, and 
forks are used. points out, may 
gather from the audiograms that the individual 
shows preponderance high-tone hearing 
loss, but audiograms not record adequately 
the hearing loss for low tones; you must there- 


fore use the tuning forks you are 
obtain true picture the type hearing 
impairment. Dr. Day makes the categorical 
remark that any patient who can hear 
tuning fork air conduction has con- 
ductive block, and that there certainly can 
justification for nasopharyngeal irradia- 
tion patients with toxic high-tone nerve 
deafness occurring the result such dis- 
eases mumps, scarlet fever, and pneumonia. 

Dr. Lindsay has discussed the 
chronic tubal obstruction. divides his pa- 
tients into three groups—the preschool child, 
the child the lower grades, and the older 
school child. general, however, points 
out that the most important observation the 
examination and the presence fluid 
the middle ear. Now, how you know 
when there fluid the middle 
Lindsay admits that this rather difficult 
diagnostic problem, but points out two find- 
ings: (1) increased transparency the 
tympanic membrane, and (2) narrow, clean- 
cut white line the handle the malleus 
with slightly enlarged tip the umbo. 

When the later stages tubal obstruc- 
tion you find retraction, distortion, 
ring the membrane, points out 
that are probably dealing with 
whom there already some degree 
irreversible hearing addition the 
examination, Dr. Lindsay calls your 
attention such adjuncts diagnostic pro- 
cedures maneuver, the transmis- 
sion sound through the tube swallowing, 
the Valsalva test, and the pneumophone 

One the most significant statements made 
hearing can demonstrated after inflation, 
unreasonable attribute the loss the 
eustachian tube and reversible middle ear dis- 
ease and that basis initiate treatment 

Please note also that Dr. Lindsay poses 
observation which must not forget, namely, 
that all degrees lymphoid tissue hyperplasia 
may discovered the nasopharynx without 
evidence ear disease and that conversely 
clean nasopharynx may observed 
presence middle ear disease and eustachian 
tube obstruction. 

Dr. Day calls attention discussion 
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other etiologic factors responsible for 
conductive hearing impairment. points out 
that approximately two-thirds 
under his observation presented nasal allergy 
which, when controlled, brought about relief 
from the ear symptoms. Another common 
cause tubal closure, states, has been the 
chunks adenoids adhesions 
the lateral wall the nasopharynx 
contends that the average adenoid operation 
poorly done. uses simple finger surgery 
procedure for the removal 


cases 


presence 


adhesions and remnants adenoid tissue 
which apparently have accounted some in- 
stances for closure the eustachian tubes and 
associated deafness. 


Dr. Bordley reports that rather high per- 


selected children have 


satisfactory 


centage carefully 
improve- 
ment hearing after irradiation. 
centage improvement adult patients 
smaller. drives home rather convincing 
point regarding the effectiveness radium 
treatment simple aerotitis media citing 
report from the Submarine School New 
London. Haynes and his group 
that per cent the 
who have been turned over that department 
for irradiation because aerotitis resulting 
from their were able 
proceed with their training after irradiation. 
Haynes’ group patients, Dr. Bordley states, 
were carefully selected, physically perfect men 
without previous history ear disorders and 
thus had little chance any irreversible le- 
sions their ears. 

While admitting that few patients with 
obviously inflamed and infected lymphoid tis- 
sue were definitely helped after irradiation, 
Dr. Day maintains that this form therapy 
has been disappointing his experience. 
feels that less than per cent his pa- 
tients did irradiation appear 
permanent effect the patency the eus- 
tachian tubes ventilation the middle ear. 
mentions one observation which com- 
mon most us, namely, his 
the lymphoid tissue after irradiation. 

Dr. statistics certainly 
themselves. substance, they show 
his series cases followed carefully for 
long period time radium therapy had 
effect one way another. 
and sincerely believes that must revise our 
thinking regard this form treatment 

Now come the last and perhaps most 


tests 
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tion performed today safe procedure? 
come face face with the admonitions 
Dr. Isadore Lampe, who states that 
frankly questions the safety irradiation 
with the Monel radium applicator the naso- 
pharynx. points out that irradiation thera- 
pists have learned bitter experience that 
late radiation damage may become manifest 
years after course treatment which ap- 
peared cause immediate effects. 

Not the least important warning offered 
Dr. Lampe the danger the operator. 
points out that some total body irradiation 
inevitable during the process inserting 
the applicator, but the dose probably under 
conditions would The 
most serious menace the operator, states, 
thinks quite probable that the dose 
per minute received the fingers the 
hand holding the applicator during insertion 
may equal exceed the 
dose for eight-hour day. think 
probably Dr. Lampe would alter 
ment now that has heard Dr. 
remarks. 


ordinary 


Dr. Lampe disturbed about the current 
technic beta ray 
which calls for fairly large 
tissue doses. This particularly true chil- 
dren who constitute group which irradia- 
tion must used with caution. 
that one may anticipate 
cidence clinical manifestations late radia- 
tion complications some future time, vary- 
ing from few many years after treat- 
ments. 


} 


Dr. Carl Braestrup has certainly brought 
order out chaos presenting the results 
nasopharynx radium beta ray applicator. 
has given some very definite information 
that point. 
determined the dosage and he, collaboration 
this afternoon with Dr. Lampe, has 
emphasized the danger this form therapy. 

Now, have several questions. will ask 
Dr. Bordley answer the first two. 

what percentage cases can the hyper- 
trophied tissue visualized? Have 
any cases showing irradiation damage the 
nasopharynx been seen Johns Hopkins 
the last 

Dr. think have already ans- 
wered the last question. have 
had direct reports nor have ob- 
served any serious damage the nasopharynx 
such described Dr. Day that had some 


special instruments has 


alg 
ie 
= 
4 
2 
g 
ag 
» 
ae 


528 


crusting the nasopharynx and atrophy 
the mucous membranes the nasopharynx, but 
will perfectly frank saying that have 
seen great many more cases crusting 
the nasopharynx among patients who have 
never had irradiation than have ever seen 
among those that have been irradiated. 
the two three that had had irradiation, 
unable whether that affected and 
caused the crusting, but have seen many 
patients who complain crusting the naso- 
pharynx. Personally would like know 
whether they can cured. 

for the first question, think that with 
the nasopharyngoscope and posterior rhino- 
scopy you get very good visualization the 
nasopharynx, particularly around the fossae 
Rosenmiiller, the torus, and the tubal orifice 
itself. The lymphoid tissue that have irra- 
diated not necessarily lump lymphoid 
tissue the orifice itself. feel that lym- 
pheid tissue the fossa Rosenmuller that 
has grown over the torus 
those cases where you see edema the 
membrane around the eustachian tubes, simple 
not talking about what Dr. Day 
stated about the allergies, but simple edema 
that one region—would cause one con- 
sider irradiation. 


think that one should re-emphasize the 
fact that irradiation should only 
cases where you have pretty well estab- 
lished examination, history, and all 
the tests your command that there 
good chance that will benefit. 
not believe treating simple allergies 
treating patients because you see lymphoid 
hyperplasia when they have symptoms. 
think the best rule leave them alone. 

Dr. have two questions 
ask Dr. Lindsay. Did you mean imply 
that all cases secretory otitis can helped 
even temporarily inflation? Have quanti- 
tative studies the resistance the eusta- 
chian tube been made before and after irra- 
dation, studies the pneumophone, etc. 

Dr. Linpsay: want make clear first 
all that was discussing inflation from the 
standpoint diagnosis, not from 
ment standpoint. The question whether 
secretory otitis can helped inflation was 
not touched. was describing inflation one 
the means for helping arrive diagno- 
sis the presence tubal obstruction and 
how much. 

Inflation sometimes diagnostic value 
case the middle ear has filled with fluid, 
because after inflation sometimes bubbles will 
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appear behind the drum. also value 
the older cases where you 
the drum and blow out the fluid. small 
children, however, not use that method 
remove the fluid and even simple inflation 
may impractical; the most important diag- 
nostic point small children able 
recognize that the middle ear filled with 
fluid from the otoscopic examination alone. 

quantitative studies the resistance 
the eustachian tube before and after irra- 
diation, not believe that have any 
such studies that are sufficient significance 
enable answer that question. 

Dr. Dr. Lampe, possible 
that the mucosa the nasopharynx, with its 
mucus covering, less susceptible 
tion damage than the squamous celled epithe- 
lium the integument 

Dr. Not great deal actually 
known about the sensitivity the nasopharyn- 
geal mucosa. known that the orophar- 
there are certain areas, such the mucosa 
the soft palate, which are definitely more 
susceptible than the mucosa the hard palate 
that both these areas show irradiation 
reaction before the skin does. presumed 
that because these areas show the irradiation 
reaction earlier that they are more sensitive 
than the skin is. seems unlikely that the 
different susceptibility from the mu- 
cosa the hard palate. Mucosa the hard 
palate about the most resistant the oral 
mucosas. Other than that there not too much 
information javailable from direct observation. 
think one can assume, and with safety, 
that the nasopharyngeal epithelium 
least the same order susceptibility the 
skin. 

Dr. have been asked what 
protection rubber gloves afford the doctor. The 
answer that ordinary rubber gloves offer 
practically protection. However, lead rub- 
ber gloves like those used fluoroscopy 
protect against beta radiation. far the 
any type will give protection. 

Dr. Day: What the length time you 
now use applicator the nasopharynx 
the occasional case when you find indicat- 
ed? Would more than one course given? 

The length time the past year has 
heen twelve minutes, advocated. After to- 
day don’t believe will use long and 
will very cautious about second dose 
short two three months. 


Dr. Dr. Bordley, have you 
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ever run control series which you have 
cleared recurrent adenoid tissue surgically 
without following with 

Dr. Yes, that has been done 
occasions. Among the series 
patients that were irradiated every one 
them had adenoidectomies 
more than one can think 
patients now own personal experience 
who have had over four 
fore irradiation was attempted. One our 
colleagues the surgical department has 
son who had six adenoidectomies performed 
three members our staff before irradia- 
tion. Those patients that refer definitely 
benefited following irradiation. 

Dr. Does radium ever 
cause allergy, Dr. Schenck 

Dr. see reason why radium 
should ever cause allergy. Allergy in- 
herent characteristic the individual which 
depends upon mechanism which feel ra- 
dium does not affect very directly. you 
know, roentgen ray treatment has been used 
over good many for the treatment 
asthma, urticaria, hay fever, and other con- 
completely ineffective. Any results that ap- 
parently were obtained were pure coincidence. 

Dr. Please discuss lymphoid 
infiltration along the eustachian tubes when 
cannot observed. 

Dr. course cannot ob- 
served the living individual, and the only 
way know that one can evaluate what 
proceeding inside eustachian tube take 
specimens for biopsy from the vicinity the 
eustachian tube. Even then you are not 
safe ground. Frankly, have never been im- 
pressed the amount lymphoid tissue that 
present along the eustachian tube. The 
sections that have seen, course, have 
been from cadavers. obviously take 
tissue from the living tube; would really 
wreck the ears did that, even 
could work out technic whereby could 
get such specimen. But the sections which 
have prepared from eustachian tubes seem 
show just very diffuse arrangement 
lymphocytes, and the aggregations cells 
are never large. may not have obtained 
pathologic specimens because the individual 
may have had good hearing may have 
normal eustachian tubes. 

Another question is, “Have you any infor- 
within the eustachian course have 
covered that attempting answer the pre- 
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ceding question. might mention one article 
which feel rather conclusive concerning 
the distribution tissue along the 
eustachian tubes—the recent article Pol- 
vogt and Babb. 

question. reads: “In 1944, Westover 
Field, Mass., where irradiation therapy was 
used extensively, examined soldiers 
with the nasopharyngoscope. the 
greatest stretch the imagination found 
per cent with hypertrophied lymphoid tissue in- 
volving the eustachian tubes. the same field 
per cent all were treated irra- 
diation Dr. students. Question: 
Were per cent these soldiers treated 
needlessly were per cent observations 
wrong 

South during the war. not know 
the criteria that were used Westover Field 
for irradiation. know that there was 
tremendous difficulty with flyers our theater 
cue serotitis, reports which were sent 
home with the request that there was any- 
thing that could done eliminate 
the theater before the flyers arrived, should 
done. Dr. Fowler and quite few other 
people here saw the same thing the Euro- 
pean theater. Whether the soldiers other 
theaters were irradiated because complaint 
inability equalize pressure while diving 
not know. That was one the criteria 
that used the Southwest Pacific after 
were able obtain radon applicator that 
was made the Australian government. Out 
there radiated 277 flyers, with about 
per cent able return full duty. don't 
know what the European record was. 
know anything further about Westover Field. 

should like say just two things, though. 
One that have heard perfectly magnifi- 
cent symposium, particularly the calcula- 
tions radon and the 
However, there are 
Evans’, Dr. Curtis’, Dr. and Dr. 
They all disagree from 130 units 
per minute 375 units per minute. think 
would great help the next meeting, 
perhaps, they could all get together and 
come some definite standard. 

The second point that the applicators 
that have been discussing have, general, 
heen discussed from the point view sur- 
face irradiations. The nasopharynx 
containing and the applicator not constant 
complete contact with the tissue being treat- 
any time. 

Dr. Dr. Braestrup, are there 
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some good reasons for differences opinion 
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Schultz and Dr. Quimby are estimates only 
and neither them claim any accuracy for 
their values, while our dose rates 

The dose rates given 


are based 
actual measurements. 
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OTITIS MEDIA WITH EFFUSION: CHALLENGE 
OTOLARYNGOLOGY 


M.D. 
SYRACUSE, N. Y. 


media with effusion com- 
mon condition, Often present both 
children and adults presents chal- 
lenge otolaryngology. The challenge 


includes the etiologic, diagnostic and 
therapeutic aspects this 


might even include 
angle. has been designated many 
terms, none which satisfactory. 
accurately descriptive term 
Otitis media with effusion 
used this presentation simply because 
calls attention the presence fluid 
the middle ear and not because 
ideal term. certain, however, 
about the subject under discussion, 
should stated that condition 
which the middle filled with sterile 
which may vary from thin serous 
(the most common) 
heavy, thick mucous mass. not re- 
lated the suppurative otitis medias 
except can artifically created 
sterilization the contents the 
cavity the use the biochemi- 
cals. The fluid may remain the ear for 
only one day, may persist for many 

There abundant evidence that the 
Some personal experiences with 
overlooked patients both Army and 
civilian life were cited when 
ject was presented the 1948 meeting 
the American Academy Ophthal- 
mology and Otolaryngology and bear 
repetition here. For vears, teachers and 
textbooks alike have stressed, the di- 


ITresented at the 
th American 


laryngolouy, Oct 


Fifty-Fourth Annual 
Academy of Ophthalmology and Oto 
1949, Chicago, 


Session of 


agnosis this condition, fluid level 
line. This snare and delusion, for 
one depends the observance 
level line diagnostic aid this 
condition more than nine out every 
ten cases will missed. This because 
the tympanum, and, much more oft- 
than not the full mastoid well, 
ten times prevalent the ear which 
has only level line. none our cur- 
rent literature teaching 
does one find these relative figures. 
not realized most otologists and con- 
sequently not taught the 


textbooks, 


ones, 

the vears general (not solely 
tients suffering with otitis media with 
effusion will total between per cent 
and per cent all patients who visit 
the otolaryngologist. view this fre- 
quency and the fact that its diagnosis 
often missed, the etiologic and diagnos- 
tic factors this condition should fre- 
quently reviewed. 

ETIOLOGY 

Much known the etiology 
otitis media with effusion but not all. 
the unknown which presents the chal- 
lenge. When the unknown has become 
known may have some therapeutic 
aids which are lacking now. 

What know the etiology 
the middle ear? general, 
may said that anything which will 
contribute the eustachian tube swell- 
ing and closure can 
cause. More often than not, acute 
upper respiratory infection, abetted 
not the presence local structural 
abnormalities complicating factors, 
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will precede the condition, These abet- 
tors are well known and require de- 
(Dental malocclusion 
sometimes overlooked.) they are 
present, fluid more apt appear 
the middle ear than they are not; 
one sided, they may the cause the 
presence fluid the homolateral ear. 
However, blocked eustachian tube 
not, itself, the whole answer the 
problem, for were, every closed 
eustachian tube would accompanied 
fluid the middle ear. This does not 
happen, any otolaryngologist can tes- 
tifv. Why, then, when the eustachian 
tube closes does fluid form some ears 
and not 


has advanced the explana- 
tion that the presence continuance 
fluid the ear due blockage 
the lymphatic glands which drain the 
middle ear region. Lately, our attention 
has been called the sizeable percen- 
tage, among all who are afflicted with 
fluid the ear, those who are al- 
lergic. Jordan® puts the neighbor- 
hood per cent. stating 
that believes the allergy some 
physical nature, intimates this addi- 
tional type allergy present more 
often than suspected. Both the re- 
gional blockage theory and the goodly 
number allergic patients suggest that 
conditions outside the ear may fac- 
tors for the presence continuation 
fluid the ears. this area that 
we, otolaryngologists, may have 
Achilles heel. Focusing our attention 
the ear and its neighboring parts, 
may fail recognize the presence 
general conditions disorders which 
may play significant part the condi- 
tion under discussion. Anything which 
abnormally affects the water balance 
tissues the body can adversely affect 
the course otitis media with effusion, 
Allergy, known offender this regard, 
has already been mentioned. Endocrine 
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disorders several types, not excluding 
pregnancy, are potential sources 
trouble. Cardiac insufficiency and certain 
forms cardio-vascular-renal disease 
have been known causative agents 
the persistence fluid. Hilger’ has 
recently called our attention auton- 
omic nervous system disorders, many 
times psychic origin, disturbers 
tissue fluid balance. All these may 
underlie some our cases otitis 
media with effusion. Their 
acumen. Unless ferret them out 
when they are present, are doomed 
cure than should our lot. 


stresses the presence 
negative pressure the 
the mechanism which fluid drawn 
into the ear. This undoubtedly present 
the instances where there fluid, but 
not all ears with negative pressure de- 
velop fluid and, apparently, many have 
open eustachian tubes long before fluid 
disappears from the ear. During World 
War II, when there were many rup- 
tured membrana tympani, 
opportunity was afforded for inspection 
the middle ear mucosas. The majority 
were thin and dry. small number, ap- 
parently without infection, were thick 
and moist. The cause behind the differ- 
ence One can speculate and run through 
gamut ideas from poor develop- 
ment the mucosa, according 
Witmaack’s theory advanced vears 
ago, the current emphasis allergic 
mucous membranes. The cause the 
difference, can temporarily dismiss, 
but the fact that there difference 
must accept. This suggests that some 
ears under given set circumstances 
may develop fluid while others will not. 
Etiologically, the cause the difference 
mucosas does not matter, for when 
the patient presents himself fluid al- 
ready there. Therapeutically, however, 
knowledge the cause the difference 
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may mean much, for that knowledge 
may hold the secret which will bring 
about effective cure. 


The two preceding paragraphs have 
stressed the possibility general con- 
dition etiologic factor the prev- 
alence and persistence otitis media 
with effusion. This must not con- 
strued emphasis which excludes 
the local abettors mentioned above. 
Were not for the latter, many these 
“moist” ears would never develop fluid. 
That local pathologic conditions can 
etiologic and may cause for per- 
sistence must never forgotten, 
protracted cases, for instance, one must 
repeatedly look the nasopharynx lest 
developing malignancy overlooked. 


and recent years 
have published reports which mention 
recent marked increase the incidence 
otitis media with effusion. Politzer? 
described the condition accurately and 
which suggests was well known and 
often recognized the latter part the 
last century. The present author has 
noted only per cent increase the 
incidence fluid the ear since the 
advent the biochemical treatment 
purulent otitis media. (With the use 
this therapy and consequent disappear- 
ance pus cells, the ear can look and 
act like one which has never gone 
suppuration.) The greater part the 
20) per cent increase found 
goes without that 
there must thousands upon thousands 
such ears which never come the 
attention the otolaryngologist, for 
few pediatricians general practition- 
ers test the hearing following the use 
the biochemicals for suppurative otitis 
media and fewer would recognize the 
presence the condition they hap- 
pened look into the ear. 


Fluid the ears may develop after 
trauma aerotitis. These cases are 
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few number and not present the 
problem persistence like degree 
those caused other etiologic factors. 

The effusion has been known con- 
tinue its fluid state and remain present 
ear for years. Sometimes after one 


repeated attacks (and these occur), 
there are resultant adhesions which 
bind the drum and ossicles each other 
and the promontory, with consequent 
hearing loss which varies with the loca- 
tion and strength the adhesions. Why 
some ears will clear reasonable pe- 
riod, others have persistence fluid 
for months years, still others 
terminate with adhesive processes not 
exactly known. learn more about 
tissue chemistry, general metabolic proc- 
esses, electrolytic balances, ete., may 
arrive the final answers. 


PATHOLOGY 

There are two types fluid which 
may fill the ear. One thin serous 
character, and negative pressure the 
middle ear the cause its presence. 
and others have pointed this out. The 
exudative. When present, usually 
mixed with the serous transudate. The 
indicative the mucosal response in- 
The amount, intimated, 
variable. There may none, but 
conceivable that the entire fluid response 
ear may mucous character. 
While there may many variations 
the mucous contents the fluid, clin- 
“mucous” ear, the former having 
preponderating incidence. Both may per- 
sist for weeks, months years, and 
state that one acute and the other 
erroneous. Once the initial re- 
sponse has occurred, change from 
serous mucous ear, vice versa, 
uncommon. Uncommon 
though may be, the change from the 
serous the mucous the more fre- 


=i 
4 
d 
& i 
ae ae 
ae 
¥ 
‘ 


534 


quent. There high protein content 
the serous fluid with excessive coagula- 
bility when exposed air. The mucous 
has low protein content. either 
event, the fluid sterile. Many investi- 
gators have tried but have failed 
demonstrate the presence any the 
pathogenic respiratory bacteria. 


cannot stress too strongly the 
fact that the process one which in- 
volves the entire middle ear 
the tympanic cavity alone. The middle 
ear continuous anatomic structure 
from the mouth the eustachian tube 
the last cell the tip the mastoid, 
and the condition under discussion in- 
volves the mucosa the mastoid cells 
well the mucosa the tympanic 
cavity. This fact accounts for the rapid 
reappearance fluid after removal 
some from the tympanic cavity me- 
chanical interference. Roentgenograms 
the mastoid will give suggestive evi- 
dence that this so, and operation 
the structure does reveal the presence 
and others have testi- 
affirmatively this regard. 


HISTORY 

typical history will usually tell 
partial loss hearing one both 
ears following cold, usually accompa- 
nied tinnitus and the 
autophony. there air well 
the tympanum, the patient may 
state simply that times there loss 
hearing, other times none, depend- 
ing the position the head and the 
consequent movement fluid 
the tympanum filled with fluid, 
there will usually complaint that 
the ear and head that side have 
feeling” and that the hearing 
poor the affected ear. fair per- 
centage, the story previous cold 
cannot elicited. well remem- 
ber that the disease can and often 
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DIAGNOSIS 
The diagnosis usually made in- 
auscultation and, occasionally, can only 
made assumption which can then 
supported diagnostic paracente- 


Examination 
stage shows dilatation the blood 
vessels drum whose landmarks are 
still present. conductive hearing loss 
present which somewhat out pro- 
portion the amount 
change seen, should make 
pect the presence fluid. slightly 
later stage, the observation menis- 
cus makes the diagnosis easy. Bubbles 
air, too, when present the fluid, 
give the drum characteristic appear- 
ance. there doubt about the exis- 
tence bubbles fluid level line, the 
use the pneumatic otoscope can 
material diagnostic aid. 


More difficult diagnose the con- 
dition which the tympanic cavity 
completely filled with fluid and the only 
feature the over-all amber 
color the drum. The amber color can 
vary from faint, barely perceptible, 
vellowish tinge dark, almost bluish 
cast, approximately the color seen the 
even the latter 
the amber tint perceptible. This the 
picture most frequently 
helpful aid the fact that, 
almost all these drums, the short 
process and the handle the malleus 
stand out chalky white appearance, 
contrast the colored drum. This 
chalky white appearance the short 
process and the handle the malleus 
gives one the impression that the drum 
may not all. The use the pneu- 
matic often reveals wrinkled 
appearance the drum, finding not 
frequently found otherwise. 
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the ears which contain fluid 
long standing, the drum, with the use 
this instrument, will found 
flaccid. many these, the drum will 
have translucent appearance and look 
though were made oiled paper. 
The picture depicted above, variable 
may from light dark colored 
drum and thus somewhat confusing un- 
til readily recognized, represents the full 
tympanum (and probably the mastoid 
well) and should found ten times 
frequently the drum with meniscus. 
Until one reaches this per- 
more practice needed the 
examination these ears. 

Auscultation can help but not 
needed for diagnosis the amber color 
recognized. The auscultatory sound 
necessary for the diagnosis tluid 
the ear opaque drum present, and 
otitis media with effusion does occur 
ears the drums which are opaque. 
The diagnosis fluid the ear far 
more easily overlooked such ears, for 
the loss hearing present 
assigned the thickened drum (with 
possible adhesions 

There variety auscultatory 
sounds. there some air well 
resultant bubbling which the 
presence fluid. One never hears 
auscultatory bubbling unless the tym- 
panum has air well fluid it, 
the tympanum completely filled with 
entirely different auscultatory ef- 
fects are heard. The most usual one 
which like the chug heard when 
large bottle partly filled with heavy 
shaken. Even this description 
egnize and interpret. Often heard 
only the first auscultatory blow and 
sounds suggestive fluid. Unless one 
listens carefully for the first blow, the 
diagnosis may. missed entirely. Oc- 
casionally one will hear faint crackling 


subsequent 
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immediately after the termination the 
blow. Also, occasionally one hears only 
roughened auscultatory sound with 
suggestion fluid it, and the com- 
parison with the auscultation sound 
the normal ear needed appreciate 
that there something unusual the 
affected ear. The necessity for making 
these discriminations the reason why 
careful, gentle catheterization needed, 
for the sounds which must heard are 
clearly discernible only when very gen- 
tle inflation They can easily 
missed loud forceful blow. 
The crude blow politzerization, with 
its attendant extraneous sounds, may 
mask the desired one entirely. Infre- 
quently one hears sound all and 
one wonders the tube has been cathe- 
terized, but inspection the drum 
these instances will bulging 
compared precatheterization, nor- 
mal contour. 


The diagnosis fluid the ear can 
and should aided the employment 
pam. The use paracentesis certainly 
well. Its therapeutic employment will 
mentioned later. The procedure identi- 
cal whether used for one the 
other 

Paracentesis can done with hypo- 
dermic syringe needle myringotomy 
paracentesis prefer the latter. almost 
all instances, small opening (the width 
the myringotomy blade) just superior 
knife can done without anesthesia 
and without steriliza- 
tion the canal, with untoward re- 
sults and with but little pain the pa- 
tient. wise precede with infla- 
This will place the drum farther 
from the inner tympanic wall than usual. 
The puncture will less painful the 
inner wall not touched. inflation has 
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preceded the puncture, most instances 
some the fluid will flow into the ex- 
ternal canal immediately following the 
removal the knife from the drum. 
This will not represent all the fluid 
the and the removal the 
remainder should accomplished 
further inflation the use suction. 
With inflation, the fluid, except ears 
with high mucous content, runs freely 
into the canal and out into the hollow 
the concha. has been called straw col- 
ored many. matter what name 
given, this amber col- 
ored fluid which gives the drum its char- 
acteristic appearance, and whether the 
change color the drum otitis 
media with effusion light and barely 
perceptible dark and almost bluish, 
there will the underlying amber all 
except the opaque drums. 


Suction with the use the pneumatic 
otoscope which has been advo- 
cated following paracentesis and which 
creates negative pressure, seems 
contraindicated. Its use apparently ag- 
gravates the condition. This method 
does not remove much secretion 
does inflation suction, for 
much the fluid drawn into the canal 
when the negative phase used returns 
the tympanic cavity when the negative 
pressure released. The writer has tried 
this and with dismay has watched much 
the fluid return through the para- 
centesis opening into the tympanic cavity 
when was thought all the fluid had 
been captured for the relief 
well his. There are some who 
the use inflation for the evacuation 
fluid after paracentesis and urge only 
spot suction. The writer has 
both and find difference between 
them. 


That there negative pressure 
the ear times can learned watch- 
ing the paracentesis. 
Very often rising bubble can seen 


GORDON HOOPLE 


TRANS. AMER. 
ACAD. OF O, & O. 
the negative pressure draws air into 
the tympanic cavity through the fluid. 
Occasionally, following paracentesis, 
several bubbles air can seen doing 
this. occasion, too, after paracente- 
sis and the removal fluid spot suc- 
tion, one can see the drum change from 
its preparacentesis amber color the 
usual, normal grey appearance, only 
have the tympanum, seen continued 
inspection the drum, refill with fluid 
with concomitant return the amber 
color. This picture rising fluid level 
line intriguing one. The tympanum, 
under continued inspection and appro- 
priate timing spot suction, can refill 
many three times one sitting. 
This quite conclusive proof that the 
fluid greater amount than can pos- 
sibly contained the tympanic cav- 
ity. 

the fluid the tympanum the 
heavy mucous type, may necessary 
employ additional measures order 
remove from the ear. Often, this 
necessary make two open- 
ings the drum, one incision the 
site the usual paracentesis 
other, paracentesis, the superior 
portion the drum, preferably the 
anterior portion. heavy mucous secre- 
tion usually comes out one mass. 
such oceasions, unless the second open- 
ing made the time one-quarter, one- 
third, one-half the mucous mass 
has been suctioned into the canal, the 
negative pressure the tympanum 
great that the remainder cannot suc- 
tioned from the cavity. rare occa- 
sions, may necessary have 
assistant inflate the ear while one em- 
ploying suction order remove all 
the contents the and give 
hearing relief the patient. this 
mucous type otitis media with effu- 
sion that, with the employment suc- 
tion, one often sees strand mucous 
pulled two three inches out through 
the paracentesis opening and into the 
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canal the suction tube. The color 
the mucus has less the amber tint 
than the serous fluid. Fortunately, these 
cases, which are more difficult handle, 
are the minority. If, after paracente- 
sis and removal some fluid, the pa- 
tient reports the ear still feels full 
that the hearing remains dull, more 
than likely correct and one had better 
re-examine the ear and ascertain 
there not more fluid present. There 
well may more fluid, particularly 
the heavy, mucous type. 

The paracentesis opening closes all 
too readily. the great majority, con- 
scientious attempts have been made 
remove all the fluid possible, further 
fluid will escape. Occasionally, some 
will continue escape for few hours 
and, rarely, the ear will drain for day 
so. 

may argued that without sterili- 
zation the canal paracentesis may 
dangerous account possible infec- 
tion and subsequent suppuration. Hav- 


ing performed about 2500 paracenteses, 
the writer has seen but one sup- 
puration, and this was patient who 
had the very onset concomitant 
cold. The ear was dry and the hearing 
had returned normal within fort- 


night. 

Apparently, many paracenteses can 
performed without subsequent injury 
has done over eighty one ear, that 
doctor, with eventual cure and normal 
hearing. While few, any, have made 
many paracenteses this, there 
abundant evidence that, 
done, there real damage hearing. 

There characteristic hearing 
curve, for the pathologic change under 
consideration may and often does oc- 
cur ears already Pre-exist- 
ing inner ear disease may also pres- 
presence otitis media with effusion 
will, course, give the picture 
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conductive deafness. Usually, the deaf- 
ness out proportion the patho- 
logic condition seen examining the 
‘ar, though occasion the fluid, small 
amount, such position that 
does not block the conductive pathways 
and the hearing quite good. This, 
course, infrequent because the great 
majority these ears the tympanum 
entirely filled with fluid. 


should not forgotten that the di- 
agnostic endeavors should directed 
not only the ear but the discovery 
general conditions which are abnor- 
mal. 


PROGNOSIS 

has been stated previously that 
fluid the ear may remain for only 
single day may persist for years. 
rarely possible predict with certain- 
which ear may fortunate and 
which may not. general, 
that the ears with the greater 
amount mucous content will present 
more therapeutic problem than the 
others. must remembered, how- 
ever, that serous fluid can persist 
amount fluid the ear, the more 
probable that rapid recovery will 
follow. fluid has been present the 
ear long period before treatment 
instituted, protracted course much 
more likely than its presence 
treated, complicating factors may result 
persistence the fluid. Repeated at- 
tacks which occur with moderate de- 
frequency unrelieved 


said 


years. 


gree 
local general pathologic change. 
the condition can cleared, the hearing 
almost every instance returns its 
former level. Unless subsequent attacks 
produce adverse conditions, the ear ap- 
parently good, functionally, be- 
fore. the other hand, the patho- 
logic state persists, eventually changes 
take place which are detrimental 
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function and these are irreversible. 


TREATMENT 

The treatment for otitis media with 
effusion not specific and, consequent- 
ly, challenging. the early stages, ther- 
apeutic endeavors should directed 
toward elimination respiratory in- 
fection one present. When the in- 
fection over, treatment can directed 
the ear. Without antecedent respira- 
tory infection, the ear 
immediate therapeutic attention, 
zerization catheterization may em- 
once, few times, and many 
instances this all the 
quired. the condition does not clear 
with these manipulations, attention 
should directed local and general 
states irregularities. the 
same time, later, according the in- 
clination the attending otolaryngolo- 
gist, therapeutic paracentesis with sub- 
sequent removal fluid politzeriza- 
tion, catheterization, spot suction may 
local general complicating factors 
may call for and 
dectomy, removal secondary adenoid 
growth, correction nasal abnormali- 
ties, roentgen radiation for 
hypertrophy 
blockage (employment radium appli- 
cators the nasopharynx, particular, 
has not been demonstrated 
worth, Jordan has correction 
dental malocclusion, allergic manage- 
ment, endocrine therapy, treatment 
for cardiac insufficiency. 


Therapeutic paracentesis decried 
some, praised others. The writer em- 
ploys the procedure, even 
knowledge that not all sufficient, 
(1) because the overwhelming relief 
affords the patient, who grateful 
willing continue treatment even 
though protracted, (2) because the 
majority require only one paracentesis 
for recovery, and (3) because the longer 
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the fluid present the ear before 
treatment instituted, the longer the 
time required effect cure. Thera- 
peutic paracenteses are carried out 
varying intervals, according the symp- 
tomatology the patient, coincidental 
with other measures, local and general. 
considered that the employment 
both wise, the use one without 
the other not effective affording 
cure. last resort when all other 
measures have failed, very small num- 
ber may require mastoidectomy before 
relief can obtained. employed 
would seem wise that the modern tech- 
abandoned and the employment 
tantalum tube extending from 
the antrum the skin substituted. 
The tube should kept with 
the use general biochemical coverage 
avoid infection until evidence pres- 
ent that not reforming and, with 
“closure,” there will return it. 
very few ears, despite many forms 
therapy, will have persistence fluid. 
probable that these ears represent 
undiscovered complicating factors. 


COMMENT 

This presentation written with the 
hope that may stimulate increased 
interest wider recognition otitis 
media with effusion. The mere printing 
these words will not accomplish this. 
Introduced more than four months later 
who had listened 
the verbal presentation this sub- 
ject the last Academy meeting, the 
writer asked with interest, “Have vou 
diagnosed any cases?” The honest an- 
swer was, afraid have That 
there would not one case aver- 
age practice during 
four-month period No, 
words will not suffice. ever this condi- 
accomplished personal demonstra- 
tions the actual presence fluid 
the ear, particularly the ear with the 
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full This, turn, must 
done those who have been privileged 
have known teachers who have dem- 
onstrated them. 

The challenge otitis media with ef- 
fusion remains. More effective teaching 


position to do so. 
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Discussion of To- 


DISCUSSION 
M.D., Dallas, Texas: 
congratulate Dr. Hoople his fine work 
the management otitis media with effu- 
sion and for his excellent presentation this 
subject. 


confine discussion few local diagnostic 
and therapeutic procedures that have been 
definite value the management 


these cases. 


tentative diagnosis otitis media with 
effusion can made from careful history 
and appropriate hearing tests. One 
led astray where the condition superim- 
posed upon pre-existing nerve deafness. 
typical cases the diagnosis simple. How- 
ever, those cases where the middle ear 
completely filled with fluid and 
veals fluid level, bubbles, meniscus, 
and amber discoloration, the diagnosis must 
made other means. have never used 
Dr. Hoople’s method inflating the ear and 
detecting the characteristic sounds which 
future. inflate the ear and immediately 
inspect for air bubbles. bubbles are 
present, diagnostic paracentesis perform- 
ed. Before the paracentesis done, attempt 
made sterilize the canal. performing the 
paracentesis, prefer have the patient 
down. anesthetic required. The 
ture method used. The opening made 
the annulus. The incision made 
angles the radiating fibers; necessary the 
opening extended. The direction the in- 
cision very important; the above position 
the pull both the radiating 
causes the cut edges separate. the 
incision parallel the radiating fibers the 
cut edges remain apposition and may 
After the 
incision made, the patient’s head elevated 
that fluid may gravitate the hypotym- 
panum. Under direct vision 
scope used and gentle positive and negative 
drawn into the opening; thin will flow 
through the opening into the external canal. 


The local treatment otitis media with 
effusion must adapted the individual 
case. many cases short duration, where 
fluid line present and the fluid 
shown rapid change position when 
the head tilted forward and backward, as- 
catheter will give the patient immediate, com- 
plete and often permanent Aspiration 
ing the oritice the eustachian. tube, insert- 
ing the catheter, holding place with the 
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thumb and fingers the left 
against the upper lip and tip the nose, and 
tilting the head forward, down and somewhat 
the side with the affected ear up. this 
position gentle positive and negative pressure 
applied with 2-ounce all-rubber ear and 
ulcer syringe. Aspiration the fluid may 
aided having the patient swallow during 
the negative phase the pumping procedure. 

those cases where the fluid can not 
aspirated, when returns after second aspira- 
tion, when the ear completely filled with 
fluid, favor paracentesis. Following para- 
centesis, the fluid thick, inflation the 
eustachian tube and spot suction are definitely 
indicated. the fluid thin, routinely in- 
flate the tube and use gentle positive and 
negative pressure with Siegle’s otoscope 
evacuate the fluid from the middle ear and 
its extensions. prevent the return fluid 
into the ear during this procedure, fluffy 
pledget cotton, which almost fills the ex- 
ternal canal, placed light contact with 
the incision; the head tilted well forward, 
the face down, with the affected ear downward, 
and the pumping procedure then applied. 
When the cotton becomes saturated, re- 
moved and another piece inserted. The 
amount fluid that can removed this 
method often amazing; far surpasses 
either spot suction inflation. With the ex- 
ception temporary vertigo occasional 
patient, have seen ill effects from this 
method treatment. vertigo occurs, the 
procedure should terminated, but may 
used subsequent time. Results following 
this tvpe treatment have been most gratify- 


Ben M.D., St. Louis, Mo.: 
would like express admiration for Dr. 
excellent and comprehensive review 
this subject. His extensive experience with 
this problem merits the most careful considera- 
tion. impressed with the emphasis which 
Dr. Hoople places etiology and diagnosis, 
for has been experience also that stu- 
dents have only the vaguest conception this 
disease except wherein follows the textbook 
picture. 


would like dwell for moment our 
concept etiology and treatment, for 
this latter direction which may differ 
somewhat with our capable essayist. as- 
sociates, Dr. Peugnet and Dr. Adler, and 
subscribe the school thought that there 
are least two major processes and several 
collateral processes which contribute 
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within the middle ear. These may referred 

to loosely as: 

inflammatory process involving the mu- 
cous membrane the eustachian tube, the 
middle ear and the mastoid 


The development negative pressure with- 
the middle ear 
Collateral processes, such obesity, hypo- 

and allergic rhinitis 

combination these factors which 
has provided the basis for working classi- 
fication 
Acute without effusion 

Barotrauma 

Allergic rhinitis 
Acute with effusion 
Barotrauma 
Myringitis bullosa hemorrhagica 
with effusion 
Hypothyroidism 
Obesity 
Rhinosinusitis 
Allergic rhinitis 
without 

Rhinosinusitis, chronic 

Within the framework this classification 
have the findings ranging through all the 
categories acute, subacute and finally chronic 
tubotympanitis with effusion. The degree 
infection and the amount the negative pres- 
sure the middle ear will determine whether 
there will any effusion all whether 
will deal with transudate, exudate, 
mixture the two. The time interval be- 
tween the onset the disease and active in- 
stitution therapy, well emphasized 
Dr. Hoople, will determine the response 
and finally the collateral factors often 
will determine whether even the proper therapy 
will successful. 


therapy these conditions wherein 
our greatest difference opinion lies. 
well aware that the weight authority now 
leans heavily favor myringotomy. 
would object, however, the teaching which 
instructs the student reach for myringot- 
omy knife soon establishes the diag- 
nosis tubotympanitis with effusion, and 
would like call attention the fact that 
Dr. Hoople indicates that all his patients 
are inflated least once twice before para- 
centesis practiced. 

are the opinion that, with few ex- 
with effusion can cleared the proper use 
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eustachian tube inflations overcome the 
negative pressure, combined with nasal and 
nasopharyngeal therapy combat the infec- 
tion. with the chronic category that 
have more difficulty. hasten agree that 
are dealing with thick, tenacious, mu- 
coid secretion filling the middle ear mastoid 
cells, only reasonable assume that the 
eustachian cilia may not able carry this 
secretion into the nasopharynx. Myringotomy, 
inflation and point suction are obviously indi- 
cated this type case. the other hand 
would also remind you that myringotomy 
alone merely relieves the patient his dis- 
comfort and does not get the underlying 
pathologic condition. distinct mistake 
minimize the trauma multiple myringoto- 
mies, since the presence blood 
the middle ear and the damage the 
panic membrane contribute the development 
adhesions and flaccidity the tympanic 
membrane. 


Perlman and Fred recently de- 
vised simple eustachian tube inflater which 
permits the patient himself apply measured 
amounts pressure the eustachian tube 
while the otologist examines and “positions” 
the middle ear. This eliminates time required 
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for cocainization, the trauma and discomfort 
associated with insertion catheter, and the 
uncertainty auscultation. With proper 
utilization this device and knowledge 
the anatomy and physiology the eustachian 
tube, believe that most cases tubotym- 
panitis with effusion can cured without 
myringotomy. 


Dr. the time that was allotted 
could not possibly cover all the aspects 
this subject. course some textbooks, 


the etiology would agree general 
with what Dr. Senturia has said. have sev- 
eral other ideas about it, but the time too 
absolute proof accuracy for some them. 


discuss 


mentioned that the diagnostic value 
paracentesis the thing that wish stress. 
our series 1200 patients the latter 
years have performed paracentesis less 
than one-third the patients, treating the re- 
mainder methods similar those which 
were suggested Dr. Senturia. wish 


emphasize that you are otolaryngologist 
and have not done paracentesis for the diagno- 
sis this condition, you have missed many 
them. 
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the land the blind, the one-eyed king.” 
Anonymous 

only patient may well given 
considerable thought 
The patient loath risk the little vi- 
sion that remains upon the outcome 
event with fear and trepidation. Few 
are resigned stoical that they are 
willing take what comes. Some are 
confident their God and their sur- 
geon that they are sure their vision will 
restored. Most them will have 
emotional disturbances which are hard 
overcome. The average ophthalmolo- 
gist will, unless position where 
cannot refuse, usually refer such 
patient confrere who will react 
properly the responsibility, will 
able produce the desired result any- 
one can so, and will able take 
defeat gracefully necessary after his 
best effort. 


THE ONE-EYED PATIENTS 

There are different classes one- 
eyed patients: (1) those 
completely almost completely lost the 
fellow eye through various complica- 
tions cataract (2) those who 
have lost the fellow eve 
dental disease injury which may 
may not have affected the remaining 
eye; and (3) those who never had but 
eye. one-eved cataract 
patient may regarded one whom 
the prognosis for vision one the 
first eve nil not over 20/200 (6/60) 
while the only second eve gives 
Presented the Fifty-Fourth Annual Session 


the American Academy Ophthalmology and Oto- 
laryngology, Oct. 9-14, 1949, Chicago, Ill. 
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better prognosis graded from vision 
little greater than present aver- 


age good useful vision aphakia. 


The Series of One-Eyed 
Patients Reported 

will report series private pa- 
tients own. have been fortunate 
also having received personal com- 
munications from colleagues, adding 


series 355 cases. 


The Psychology the 
Patient Undergoing 
Cataract Surgery 

The patient naturally realizes all too 
keenly that staking all the out- 
come the surgery. will wait until 
his vision greatly reduced, until 
has, his own mind, nothing lose, 
may desperate his desire re- 
turn his vocation and decide risk 
subdue with sedatives need 
more medication than the average pa- 
tient. will be, despite his contidence 
his surgeon, apprehensive 
ful. will suffer from emotional dis- 
physical manifestations his deep phy- 
operative morbidity pentothal sodium 
with curare, even though there some 
risk the anesthesia itself, believe 
better have the patient under this 
type general anesthesia unless can 
almost completely narcotized with 
other preparations. may, be- 
ing operated upon under local anesthe- 
sia, “await the more than 
one patient has expressed me. 
will alarmed the reddish tint the 
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light blood film covers the pupil dur- 
ing the operation. the desperate cases 
which the ultimate prognosis for res- 
toration vision the only eye very 
poor even almost nil, the patient his 
friends may urge the surgeon operate 
give the poor fellow his last chance 
have some vision restored. the patient 
has light and color perception, even 
though the light perception slightly 
faulty, believe that surgery justi- 
fied. 


The Surgeon for the 

“The chief surgeon may well have the 
job operating one-eyed cases. This 
should not left residents begin- 
ners.” Post 

“Surgeons with smaller surgical prac- 
tices may well refuse the responsibility 
operating one-eyed cases.” Spaeth 

clinics and hospitals, the rule near- 
everywhere has been prohibit cata- 
ract surgery the only eye neophytes 
those whose lack skill and expe- 
rience does not warrant the assumption 
the risk and responsibility. The pa- 
tient is, very fairly, reserved for the 
chief surgeon for one who known 
able well under trying con- 
ditions. All surgeons must make start, 
and the one chosen for his first one- 
eyed cases who has exhibited poise 
and calm demeanor under other surgi- 
cal trials. private practice, the gen- 
eral public and the profession recognize 
those who may called upon. 
The Preparation for Cataract 
Surgery the Patient 

Every worth-while point the his- 
tory, the preoperative examination, 
preparation the whole patient and 
the eve explored and utilized ad- 
vantageous, indicated and needed for 
the production the good result. The 
patient surrounded all the 
safeguards 
tions, The factors which caused the loss 
the first are carefully avoid- 
ed. The patient should given the best 
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technic within the capabilities the sur- 
geon. 


The Opinions Others 

interesting analyze the opin- 
ions one-eyed cases expressed va- 
rious surgeons and comment them. 
The literature contains very few such 
opinions. Those expressed this paper 
are personal communication. 


The time for surgery. “The surgeon 
may well not urge operation soon 
would with others. The risk should 
explained the patient and let the pa- 
tient Verhoeff. defer oper- 
ations one-eyed cases long pos- 
sible. have never refused operation 
one-eyed patient when his poor vision 
made him unhappy when needed 
vision for his vocational needs.” 
Burch. “The patient may postpone the 
second attempt for many years, but 
have never hesitated recommend op- 
erations the only eye when 
opinion the prospect decided benefit 
greatly outweighed the risk 
Crisp. “The time surgery should 
deferred until the patient having diffi- 
culty with his occupational duties 
until has trouble getting around.” 
Simpson. “The economic situation 
the patient may demand earlier inter- 
status.” Burch. general, the 
central vision may well reduced be- 
low 20/200 (6/60) (0.1) before opera- 
tion decided upon for the one-eyed. 
There are some cases nuclear cata- 
ract which the lenticular myopia and 
haze reduces the vision less than 0.1, 
but the patient may still able read 
and see small objects placed close 
his eye. may content with this 
condition. 


The responsibility. Several surgeons 
say that they approach the operation 
the only eye with dread and have habit 
deferring putting off the surgery 
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until the patient himself really decides 
it. believe the patient should ad- 
vised have the surgery 
should not urged too much. will 
realize well enough when 
time has come and will then ask the sur- 
geon ahead. There need for 
the surgeon dread the event his 
opportunity deliver the patient from 
blindness. vision not restored 
the result imperfect, there disap- 
pointment, but least the surgeon and 
the patient have done their best. 


THE INDICATION FOR OPERATION THE 
PRESENCE TWO EYES WHEN ONLY ONE 
EYE GIVES GOOD PROGNOSIS 

restoration vision eye which 
the functional tests are poor but which 
objectively good condition diffi- 
cult determine. The patient may 
inaccurate reporter. The pupillary re- 
action light may good; there may 
inflammation; the transillumina- 
tion and the intraocular tension may 
normal. such case would operate 
the poorer the two eyes first, 
would one which had corneal nebulae 
any other condition excepting active 
recurrent uveitis hypotony, for 
other reason than determine the 
patient’s reaction surgery. have had 
good results following this course. 
the first eve becomes the seat 
active inflammation, enucleation indi- 
cated before the second eye operated 
upon. believe the second better eve 
has then better chance cared for 
successfully. have seen the better eye 
lost when the other course was followed. 
Admittedly, this happens infrequently, 
but when does happen, leaves the 
patient most difficult position. The 
impressions gained from surgery cer- 
tain patients have 
found and have had very definite ef- 
fect upon the development certain 
principles cataract surgery. 
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THE PREVENTION INFECTION 

The Preparation the 
Field 

The mildest aseptic preparation has 
proved itself adequate. have not used 
any strong the conjunctival 
sac but have irrigated with small 
amount normal saline. Instillation 
penicillin aureomycin will take care 
the conjunctival sac clean cases. 
ture zephiran followed alcohol will 
render aseptic the skin and lid margins. 


The Use Antibiotics 

quent intramuscular injection. Now 
hours the operation and then each 
day afterwards for five days. have 
used aureomycin drops, mgm. ce. 
distilled water, locally and penicillin, 
100,000 units ce. distilled water, 
instillation. 


The Reports Smears and Cultures 

though the smears and cultures 
are reported demonstrate pathogenic 
organisms, the surgery has been done 
the eve clinically clean and there has 
been recent local, focal general in- 
fection, and the prophylaxis above has 
been given. 

Enucleation the First 
Before Extraction the Cataract 
from the Second Eve 

preparing for the cataract surgery 
the second seemed best 
enucleate the first eve the 
cases. Fifteen these patients had 
had complications following cataract 
surgery the first 

may advised (1) for 
study the cause the loss the first 
eve, (2) for determination sensitiza- 
tion latent inflammation uveal tis- 
sues indicated cellular infiltration, 
(3) for active recurrent uveitis, (4) 
for painful blind condition, (5) for 
observation the behavior the pa- 
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tient during and after surgery before 
the important episode the removal 
the cataract from the only eye. 


DISCUSSION SUTURES APPLIED 
ONE-EYED CASES 

There are some surgeons who advo- 
cate the use conjunctival sutures. 
personal opinion that, 
smoothing out the conjunctiva, these are 
good none. Others use over-riding 
sutures, modifying the Kalt type su- 
tures. have found these inaccurate, 
traumatizing their insertion, difficult 
close and inefficient for coaptation, 
have criticism the Verhoeff 
preplaced sutures. They are ex- 
cellent, but have proved own 
satisfaction these patients 
that the postplaced radial appositional 
sutures which used are easily inserted, 
are easy close, efficient coaptation, 
productive early reformation the 
anterior chamber, preventive secon- 
dary hemorrhage and iris prolapse, per- 
mit early mobilization and prevent com- 
plications. conjunctival peritomy flap 
cover the limbus suture line may 
used desired. The suture method 
played important part the success 
the cases reported, and those 
which there was lack success, the su- 
tures advocated were not fault. 

This series one-eyed patients defi- 
nitely justifies use postplaced su- 
tures, elevation the corneal flap with 
the central suture and the much disputed 
point completion the central su- 
ture after completion the extraction. 


THE SURGICAL PROCEDURE 

“Each surgeon should choose for his 
which gives him the highest percentage 
success with all his cataract opera- 
should select the 
operation which believes the 
Verhoeff. “This may ex- 
pressed the method which seems best 
after all the conditions have been gone 


safest.” 
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over.” Clapp 


operation for cataract only 
eye does not differ from the usual pro- 
cedure doing the method extrac- 
tion one has most confidence in.” 
Knapp. general policy has always 
been follow the principle that what 
good for one eye good for two 


Dunnington 

These opinions are logical and very 
much the point. know that 
own system cataract surgery, have 
chosen use maneuvers and manipula- 
tions which are indicated, which are 
feasible and productive results and 
graceful healing. use them the re- 
moval cataract one-eyed cases. 
use the knife section, enlarge with 
scissors, insert postplaced corneoscleral 
sutures, the central one which used 
for traction and not completed until 
after the extraction. The central area 
kept clear for the manipulations the 
extraction. The corneal flap elevated 
the assistant provide direct visual 
control the surgeon. the intracap- 
sular method extraction indicated, 
the procedure initial point pressure 
for palpation and for rupture the 
zonule, the latter fragile, 
lowed simultaneous contrapoint pres- 
sure, traction and rotation, Finally 
not hesitate use direct separation 
the zonule from the equator the lens 
with blunt instrument the other 
maneuvers are not efficient. 


Extracapsular Versus 
Extraction 

evaluating the relationship the 
various complications which caused loss 
the second eye the reports 
twenty colleagues, noted that 
extracapsular group the cases 
lost having imperfect result were 
possibly caused conditions which 
were incidental connected with the 
surgery, Whereas the intracapsular 
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group there were the total 
cases the same category. This might 
seem nearly equal. However, one 
must compare the the extracapsu- 
lar group with total 130 cases oper- 
ated upon and the the intracapsu- 
lar group with total 224 cases oper- 
ated upon. This would give relative 
little less than one-fifth the 
extracapsular group compared with 
little less than one-seventh the in- 
tracapsular group. 

was interested the excellent re- 
large series extracapsular extractions 
after preliminary iridectomy 
eyed patients. had been prepared 
give rather bad report the extra- 
capsular operation from own expe- 
rience, particularly when had noted 
that most the surgical patients who 
had come with only one had 
had the extracapsular operation the 
first eve. However, there need for 
condemning the extracapsular technic, 
particularly since the method has long 
history success. Some use regularly 
preference since each time that in- 
tracapsular operation attempted 
may converted into extracapsular 
extraction through rupture the cap- 
sule. Finally there are certain cases 
which the extracapsular method 
preferred. 

“Tf the vision the first eye has been 
lost through detachment the retina 
after extracapsular surgery, would 
intracapsular extraction the sec- 
ond eye and vice Arruga 

the first eye, extracapsular 
extraction has been followed severe 
inflammatory reaction, with glaucoma, 
extensive pesterior synechia, after-cata- 
ract and eventual loss the eye, then 
every effort should made remove 
the cataract from the second eye the 
intracapsular method.” Chandler 


test patients who give such re- 
action with lens protein and have two 
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occasions given the patient consider- 
able amount lens protein subcutane- 
ously for Simpson 


The extracapsular technic offers 
assurance that loss vitreous will not 
occur. The percentage great with 
with the intracapsular technic. The 
same true detachment the retina. 
The frequent need for discission 
after-cataract important argument 
against the routine use the extra- 
capsular extraction. There are definitely 
fewer cases uveitis, glaucoma and 
after-cataract following intracapsular 
than after extracapsular extraction. The 
achieve the result definitely less with 
the intracapsular than with the extra- 
capsular Personally would re- 
serve the extracapsular operation for 
those who had reasonable assurance 
would not hypersensitive their own 
lens protein cataract debris and those 
whom the capsule excessively fra- 
gile the zonule very resistant. 


Extracapsular Extraction 


Cases Intumescent Cataract 

The most difficult lenses remove 
the capsule are those the intumescent 
stage cortical cataract the presenile 
group. The capsule taut, thin and 
fragile and the zonule relatively strong 
and resistant. The forceps grasp diffi- 
cult make and, the effort per- 
sisted in, will surely rupture the capsule. 
The suction cup grasp may also rupture 
the capsule. believe better judgment 
tion the process degeneration 
the cortex, when the lens will give its 
excess fluid and resume its normal shape 
and size. Then the capsule can more 
easily grasped and the zonule manip- 
ulated for its safer and easier separa- 
tion. the operation must done 
the intumescent stage, the surgeon may 
best content with the extracapsular 
procedure, having first tested and made 
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sure that the patient not hypersensi- 
tive lens protein the debris 
his cataract. the intracapsular extrac- 
tion more desirable, narrow spread 
the forceps, mm., will more 
efficient than wider one for taking hold 
the capsule. 


The the Ruptured Capsule 

have had better success removal 
the entire contents the ruptured 
capsule after the upper than after the 
lower grasp the capsule. better 
make the effort remove the capsule 
before rather than after removal the 
nucleus because the latter protects the 
posterior capsule the 
former the capsule can grasped again 
with one two pairs forceps being 
slid sidewise take hold the cap- 
sule. Irrigation with the corneal flap 
elevated helps the distinguish 
between capsule and cortex. The two 
method with intermittent shift- 
ing traction from one the other 
helps greatly the removal the torn 
capsule and its contents. 


sufficient portion the anterior 
capsule has been removed, particularly 
from the pupillary area, may best 
satisfied with the extracapsular 
completion the operation and use 
every measure for the prevention in- 
flammation for its treatment case 
should develop. 


Other 

“The extracapsular gives 
Clapp. the extracapsular op- 
eration after preliminary iridectomy.” 
tomy and extracapsular extraction 
the one-eved.” Post. “If the cataract 
extraction. there immature lens 
younger person and operation 
Burke. “In some instances, especially 
the lens swollen and with considerable 
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happy with capsulotomy with 
toothed forceps and combined extra- 
capsular extraction.” Anonymous 


always plan for intracapsular 
extraction except for the occasional hy- 
permature lens.” Spaeth 


the same intracapsular round 
pupil extraction that always 
Hoffman 


try the same operation, the intra- 
capsular extraction the cataract, re- 
gardless the other eye.” Vail 


have done attempted the intra- 
capsular operation nearly all cases 
because feel this operation fraught 
with fewer postoperative complications. 


make regular iridectomy colobo- 
avoid the possible complication 
involvement the intact iris.” Chandler 


“In general, when operating one- 
Spaeth 


experience, iris prolapse and 
incarceration have occurred infrequent- 
but not any more often with the round 
pupil and peripheral iridotomies than 
with complete iridectomy. There are 
many advantages the round pupil and 
intact iris that prefer retain them 
whenever feasible. interesting that 
instance this one-eyed series did 
iris prolapse will refer later 
one case prolapse, but this was 
the first and possibly connected with 
the loss the eye. prolapse one 
both pillars the coloboma complete 
iridectomy occurs, may equally se- 
rious. Only one the surgeons reported 
that routinely performed preliminary 
iridectomy. 

Method Operation One-Eyed 
Glaucoma Cases After 
Successful Filtration Procedure 


agree with Goar his plans for sur- 
gery when the cataract complicated 


= 
af 
4 
ape 
ots ge 
j by 
we 
~ 
2 
f 


548 DANIEL KIRBY 


creased intraocular pressure arising 
the elderly may well due the effect 
the size the lens, the toxic prop 
erties the cataract coincident 
degeneration the cells the drainage 
spaces. the intraocular tension cannot 
carpine solution used three times daily, 
would perform filtration operation 
before the extraction, then wait until all 
the effects the surgical trauma 
have cleared before doing the extrac- 
tion. make the incision anterior the 
filtration area and deliver the lens 
the capsule, finding the zonule usually 
fragile and easily separated. 


THE PARTICULAR INDICATIONS FOR 
ONE-EYED CATARACT PATIENTS 

Although the reported data used 
this paper not cover all ages and types 
cataracts, may well for the sake 
completeness give the particular 
indications for surgery all 
patients. true that the younger 
group not have enough data 
which base the opinion. all cases, 
the indications are modified any com- 
plications present. 


Congenital and Juvenile Cases 

young patients, that the 
age about years, whom com- 
plete cataract may exist the only eye, 
the only procedure open that dis- 
cission with without linear extrac- 
tion. 

the cataract partial and the pa- 
tient has enough vision get about, 
operation should deferred, least 
until the age years more. then 
has enough vision acquire edu- 
cation, the operation may again de- 
ferred. the cataract progressive, 
then discission and 
may indicated. 

The zonule the young such 
resistance that intracapsular extraction 
seems out the question. true that 
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intracapsular extraction may desir- 
able avoid the undesirable effects 
retained capsule, epithelium and cortex, 
but the technical difficulty separation 
the zonule these cases such that 
may attempted only the very 
skillful and under conditions perfect 
relaxation. uveitis the young 
gility the zonule that separation 
the zonule may then easier. 


The Early Adult Cataract Patients 

between and vears age, some 
surgeons would consider discission fol- 
lowed linear limbus extraction 
the safest procedure. Again, however, 
there has been any evidence uveitis, 
intracapsular extraction may well the 
tients the second and third decades 
may well have the direct sep- 
aration the zonule. 


The Presenile Group 
Cataract Patients 

Patients with cataract without evident 
cause between the ages and 
years may considered this group. 
the cataract when first seen the 
intumescent stage, the operation may 
well deferred until the lens resumes 
its average size and shape. Then 
intracapsular 
tion may give good results. the cata- 
ract immature, the intracapsular pro- 
cedure indicated, mature, either the 
intracapsular the extracapsular oper- 
ation may performed. 


The Senile Group 

The indications this group depend 
the stage and type cataract. the 
cataract partial immature, the in- 
tracapsular method indicated. the 
first eve has been lost after technically 
extraction, will best delay until 
the cataract complete and then 
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extracapsular. the first eye was lost 
through technical fault such as, for 
example, loss vitreous, may indicate 
the need for more relaxation the part 
the patient but does not necessarily 
mean that the intracapsular extraction 
must avoided. 


the cataract the intumescent 
stage, may better await matur- 
ity. surgery necessary the intu- 
mescent stage, then only the extracapsu- 
lar method should attempted the 
zonule resistant. weak, the in- 
tracapsular may used. distinction 
intumescence 
cataracts are best removed the in- 
tracapsular method. 


mature, either the intracapsular the 
extracapsular method will give good re- 
sults. The same applies heavily 
rosed colored nuclear cataracts. How- 
ever, the first eve was lost through 
uneventful extraction either method, 
will best the other method 
the second only eve. the cataract 
the intracapsular extrac- 
tion indicated. 


THE INDICATIONS FOR COMPLICATED 
CATARACT 

cases fluid vitreous low ten- 
intracapsular operation the method 
choice. air bubble used fill 
the void caused the removal the 
lens and the escape 


cases which vitreous was 
lost during the operation the first 
well remember that the capsulo- 
zonular barrier will not hold back the 
vitreous the extracapsular operation. 
The percentage loss vitreous 
great with the intracapsular 
The cause the loss vitreous 
sought elsewhere. believe usually 
due nonpathologic cases abnormal 
voluntary muscle tonus. 
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The value general akinesia re- 
duction the loss vitreous impres- 
sive. have had less escape vitreous 
series difficult cases with general 
akinesia than had previously con- 
series unselected The 
removal the abnormal muscle tonus 
from the patient the factor that helps 
the surgeon also achieve relaxation. 
Curare may prove valuable for use 
with safer and lighter plane general 
anesthesia with 
sodium. 


cases uveitis and glaucoma the 
indication for intracapsular extrac- 
tion. This applies also cases cata- 
ract other than 
glaucoma operations. uveitis, and 
some cases keratitis, followed extra- 
capsular extraction, definitely the intra- 
capsular method should used the 
second only eye. undiscovered 
preoperative glaucoma caused the loss 
the first eve, the indication clear 
that this factor should controlled 
the second eve before the extraction 
done. 

detachment the retina followed 
one method operation, will best 
use the other method the second 
eve, 

Hemorrhage and need not 
alter the method operation the 
sccond eve. Dystrophy the cornea 
may develop result instrumental 
trauma the posterior surface the 
cornea, there may predisposition 
the condition the presence evi- 
dences before the opera- 
tion. 


Because the lack any reports 
one-eved patients the literature, 
questionnaire was sent colleagues 
the United States asking for statistical 
data opinions the cause the loss 
the first eye and the percentage 
results with the second eve. 
responded. Curiously 
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NONSURGICAL CAUSES 


Glaucoma 
Uveitis 
Vascular Disease 
Detachment Retina 
High Myopia 
Trauma 
Amblyopia 
Corneal Opacities 
Unclassified 

Total 210 


enough, exactly half them gave opin- 
ions The data submitted the oth- 
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Rupture Wound 
Glaucoma 
Uveitis 
Opacity and Membrane 
Vitreous Loss 
Hemorrhage 
Detachment Retina 
Corneal Opacity 
Epithelial Downgrowth 
Infection 
Unclassified 

Total 145 


amblyopia the cause the loss vi- 
sion the first eye. The surgical list 


twenty have been analyzed (table the largest groups those 
uveitis and glaucoma. The large number 
The list nonsurgical cases shows unclassified cases makes somewhat 
predominance glaucoma, uveitis, evaluate the data (table IT). 
CLASSIFIED TOTAL CLASSIFIED TOTAL 
Trauma 
Uveitis 
Glaucoma 
High Myopia Degeneration 
q 
Cataract Surgery Author 100 
Complication 
Epithelial Inlay 
Vitreous Loss 
Uveitis-Glaucoma 
Cataract Surgery Others 100 
Complication 
Uveitis 
Glaucoma 
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TABLE III 


ANALYSIS 


355 CASES CATARACT EXTRACTION THE SECOND 


CAUSE OF FAILURE 


INTRACAPSULAR—255 CASES 


Glaucoma 


Retinopathy 


Uveitis Keratitis 
Detachment Retina 
High Myopia 

Cause Undetermined 


Not Related Surgery 
Possibly Related Surgery 


THE RESULTS OTHER SURGEONS 
WITH ONE-EYED PATIENTS 

have had many gratifying results 

“The results one-eyed patients who 
have lost the first eve following cataract 
surgery are usually less satisfactory than 
those who are being operated upon 
for the first time whom the first 
operation was successful.” Bellows 

truly remarkable how frequent- 
one rewarded the results ob- 
tained and how relatively few are the 
failures.” Burch 

must confess that the reason 
started write this paper was because 
knew that also have had many gratify- 
ing and successful results even cases 
Which the prognosis for vision was 
poor. was amazed when the 
number failures, with vision less 
than 20/200, added per cent 
the total, comparing almost exactly 
with the per cent loss the second 
only eye the twenty surgeons who 
sent their reports (table can- 
not but agree with Bellows his finding 


METHOD USED 


EXTRACAPSULAR—130 CASES 


that the only eye has definitely poorer 
prognosis for restoration vision than 
the first operated upon, the 
second case which the first 
was successful. realize now why there 
have been few reports one-eyed 
patients the literature. Many them 
are quite disheartening. 


ANALYSIS CASES 

Percentages 

Patients are not surgical entities and 
cannot grouped such. The proce- 
dures and results are not subject 
strict over-all percentages. However, 
well study the figures that con- 
clusions which are well founded may 
substantiated. just well that the 
round number multiples 100 cases 
was not reached that the tendency 
make exact percentages was avoided. 

serves very useful purpose dis- 
cuss the avoidance the factors which 
caused the loss the first eye cata- 
ract surgery for the benefit those who 
have lost the fellow eye through disease 
injury, who never had but one 
useful eye. 
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The Only Can 
Successfully Operated Upon 

take series cases which an- 
other surgeon had lost the first eve 
through cataract surgery and success- 
fully operate upon the second eye pro- 
vided healthy and there are seri- 
ous ocular general complications. The 
factors epithelial inlay, vitreous loss, 
uveitis, glaucoma, separation 
which had caused the loss the first eve 
need not develop the second eve. 


The most importani causes the loss 
the first the surgical series 
were uveitis, glaucoma, and escape 
vitreous with its serious sequelae. 


Analysis the Cases Which 
the First Was Lost the Author 
The analysis the cases which the 
first eye was lost complicated after 
own cataract surgery while the sec- 
ond had satisfactory result shows 
one loss epithelial downgrowth with 
the development large anterior 
chamber cyst. this patient 
turned earlier the cyst might have been 
successfully eradicated chemical scle- 
rosis. The reaction induced treatment 
the very large cyst resulted loss 
the eve. There were cases vitreous 
loss with ensuing detachment the ret- 
ina, traceable insufficient sedation 
the time surgery, and the other due 
defective instrument. There was 
case uveitis with 
quent upon cortical and 
nants after extracapsular extraction. 


the First Was Lost After Cataract 
Extraction Other Surgeons 

The cases which the first eve was 
lost through cataract surgery other 
surgeons while the second eve had 
satisfactory result after surgery the 
author may grouped follows: 
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Vitreous loss with ensuing complica- 
tions—16 cases 

Vascular disease, hemorrhage 
cases 

cases 

Purulent infection, endophthalmitis 
cases 

case 


Cases vitreous loss the first 
The interesting fact that vitreous 
loss accidental complication during 
surgery was the greatest cause the 
loss the first eve the surgery 
others well the Fluid 
vitreous was found cases, but 
noteworthy that the operation the 
second eve was complicated loss 
viscid vitreous only cases. believe 
the avoidance this complication was 
made possible adequate, 
found sedation, basal analgesia and gen- 
eral akinesia for operation under local 
anesthesia and operation under gen- 
eral intravenous pentothal sodium anes- 
thesia when necessary. 

which vascular disease and hemorrhages 
complicated the surgery the first eve, 
the second eve was operated upon with- 
out secondary hemorrhage and satisfac- 
tory vision obtained. believe that the 
decision delay operation the face 
manifest uncontrolled hypertension, 
particularly with high diastolic pressure, 
greatly. Adequate sedation, at- 
tention nutrition and radial ap- 
corneoseleral suturing have 
been most helpful the prevention 
hemorrhage. 


may cause the failure with 
the first eve whereas the second eve may 
operated upon without ensuing in- 
pathetic uveitis any these cases. 
only one them was enucleation the 
first eve considered necessary before 
operation on the sect eve, 
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infection developed vears after the 
extraction the cataract the first 
eye. There record whether there 
had been fistulizing cicatrix 
Two the infections followed 
after the extraction. the operation 
the second eye, all had intracapsular ex- 
traction with result witheut 
infection. 


soon 


glaucoma which became absolute and re- 
quired enucleation. The result after in- 
tracapsular extraction the second eye 
satisfactory. 


Analysis the Cases 
Which the First Eve Was Lost Its 
Function Destroyed Through Incidental 
Disease, Trauma Surgery Other 
Than Cataract Extraction While the 
Vision the Second Eye Was 
Satisfactory After Cataract Extraction 

The comparative data show that 
might have been possible have avoid- 
the cause the loss some the 
first 

the first eves were lost through vascular 
through trauma, through 
uveitis, through detachment the 

through glaucoma, 


disease, 


retina, 
through high myopia with degeneration. 
Vascular disease. the cases 
which disease 
the cause of the loss of the first eve, cen- 
tral choroidoretinopathy 
the loss and repeated vitreous hem- 


vascular 


orrhage one. 

Trauma and sympathetic uveitis. 
Trauma had produced luxation the 
lens, hemorrhage and 
enucleation 
There was evidence sympathetic 
uveitis. the other traumatic 
thetic uveitis long standing had pro- 
duced complicated cataract the second 
eye. The was quiescent 
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when the cataract was removed the 
intracapsular method, and while the vi- 
sion one was really very low de- 
whereas with the other vision 
was obtained. 


? 


Uveitis. cases, uveitis was the 
cause the loss the first eye. 
these was granulomatous type, and 
the cases granulomatous uveitis there 
were milder recurrences with secondary 
membranes which required discission 
after the extraction the cataract. 

Detachment the retina. This 
condition had caused the loss vision 
the first eyes, both which had 
had high myopia with The 
second, only, eves also were highly 
myopic but reacted well intracapsular 
removal the.cataract. There has been 
detachment the retina the 
ond only eve. 


Glaucoma. The greatest number 
the first 
through glaucoma. They were 
number. these, the condition was 
ceding incidental uveitis prior the 
surgery for the glaucoma cataract. 
the glaucoma was hemorrhagic 
character, while another developed 
after ischemic essential degeneration 
the iris. the cases the first 
operation was for the glaucoma. 
cleation was performed 
which had had previous surgery. 
them there 
glaucoma the second eye. pre- 
liminary operations were performed 
the second eve for relief the glau- 
coma and were followed intracapsular 
extraction and extracapsular ex- 
traction the cases with normal 
tension, 
bined with iridectomy was done. The 
results were very satisfactory far 
the surgery and vision were concerned. 


eves this series were lost 


one 


evidence 
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The zonule quite fragile and sepa- 
rates readily glaucoma. Fortunately, 
the which the capsule ruptured, 
there was retained cortex. The field 
was contracted the second eye 
and remained normal There was 
the cases. Di-isopropyl flurophosphate 
(floropryl), per cent, was found 
useful glaucoma aphakia. 


High myopia with 
High myopia with degeneration but 
without detachment the retina ac- 
counted for the loss vision cases. 
similar process lesser degree was 
present the second eye, but satisfac- 
tory vision was obtained. 


Cases Which Useful Vision Was 
Retained the First Eye Which 
Had Had Cataract Extraction While 
the Vision the Second Was Lost 
Through Incidental Disease 


the cases this group, both 
eyes had had successful intracapsular 
extractions, but one eve each the 
vision was lost through retinal hemor- 
rhages due arteriosclerosis and hyper- 
tension. the third case, the loss vi- 
sion the which had not had cata- 
ract extraction was due detachment 
the retina. The eve which had been oper- 
ated upon did not develop detachment. 


Cases Which the First Had 
Had Successful Intracapsular 
Extraction and Remained Good While 
the Second Eye Was Lost 
Attempted Cataract 


seems worth while include such 
cases one-eyed series. The cause 
the loss the second eye was epithelial 
downgrowth cases, glaucoma 
undetermined origin central vitre- 
ous adhesion the endothelium without 
any escape vitreous subchoroidal 
hemorrhages with glaucoma and 
vitreous loss There were cases 
which the first eye with intracapsular 
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extraction with round pupil the auth- 
remained good, while case the 
second eye with extracapsular extrac- 
tion another surgeon did not well, 
and second case the operation 
the second eye another surgeon was 
complicated expulsive hemorrhage. 


Cases Which All Salvage 
the Only Eye Through Cataract 
Surgery Failed and the Patient 
Remained Irreparably Blind 


there was one group cases 
which particularly dreaded perform- 
ing surgery was that which there 
were marked systemic 
diabetes, hypertension especially 
those with uveitis.” Frank Burch 


each the desperate cases this 
group, the second only eye was com- 
plicated local general disease. 
may said that the cases re- 
ported, the prognosis was such that suc- 
cess could not have been expected and 
that, therefore, the patient 
have been spared the 
them certainly this may have been true, 
but long the patients had some light 
perception there was possibility 
little better vision after removal 
dense cataract. 


Analysis the Cases Irreparable 
Blindness Both 

Hemorrhages. There was case 
pathy had been present 
cataract developed. 
traction resulted 20/30 vision six 
weeks, only lost three months later 
severe hemorrhagic glaucoma. 


Uveitis. cases uveitis was 
present before the cataract 
moved from the second eye quiet 
stage. these was nonsympa- 
thetic granulomatous, and another, 
nongranulomatous without previous in- 
jury surgery. the other surgery 
had been done the first eye. one 
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them the author had done extra- 
capsular cataract extraction 
tumescent lens. This had been followed 
phakoanaphylactic uveitis. The fel- 
low eye developed low grade uveitis, 
granulomatous character. Consulta- 
tions and examinations failed deter- 
mine whether was sympathetic 
character. quiet period, the cataract 
was easily removed from the second eye 
the intracapsular technic. Recur- 
rences the uveitis followed. the 
fourth case, the surgery the first eye 
had been intracapsular extraction 
another surgeon. had been followed 
typical sympathetic uveitis, verified 
later pathologic examination. The 
sympathizing developed severe acute 
glaucoma. After the 
opaque lens was removed the capsule 
desperate effort restore vision, 
but with success. 


tients, known detachment the retina 
existed prior the development the 
cataract the only eye. Because the 
presence light perception which was 
fairly good the cases, although 
faulty the third, effort was made 
through intracapsular removal the 
cataract for better visualization the 
retina for possible reattachment. all 
them, further complete detachment 
ensued. 


Glaucoma. one patient, after 
heroic efforts overcome severe acute 
attack glaucoma affecting both 
one was controlled and light percep- 
tion limited field remained. Cataract 
was present. Increased intraocular ten- 
sion recurred after the intracapsular 
extraction. 


Degeneration. case both eyes 
had been severely damaged recurrent 
attacks sclerokeratomalacia perforans 
with cataract. Light perception and pro- 
jection were good one eye. The cata- 
ract was removed the capsule easily 
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enough, but the incision the thin tis- 
sues failed heal. Continued hypotony 
was followed further degeneration. 


Congenital amblyopia. pa- 
tients, the vision one eye had never 
developed useful degree. The vis- 
ual results surgery upon the only 
were satisfactory all cases. 
Three had excellent vision, useful, and 
the last was really good 
expected with nystagmus and albinism, 
even though vitreous loss had compli- 
cated the surgery. 


RESULTS 
The Persistence Results 
the successful one-eyed cases, 
have been followed for one 
less, for two years, for three years, 
for four years, for five years, for 
six vears, for eight years, for nine 
vears, and for ten years more. 


Evaluation Results the 
Satisfactory Cases 
Patients 

The results the patients 
from whom the cataract was removed 
from the second only eye may con- 
sidered excellent inasmuch vision 
the patient was achieved. 
However, for more objective rating, 
since the standard 20/200 less vision 
was accepted the criterion indica- 
tion for operation one-eyed patients, 
any case which this degree vision 
was not achieved must considered 
failure. Judged this manner, 
cases were total loss. Twelve were ob- 
less than 0.1 but satisfactory the pa- 
tient. The number failures 
solved itself into approximately per 
cent the one-eyed cases, with total 
loss approximately one-sixth the 
whole group. This figure quite close 
that the other surgeons, who had 
failures out total 355, ap- 
proximately one-sixth the whole. 
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FEW THE LESSONS LEARNED 
FROM THIS SERIES ONE-EYED 
CATARACT PATIENTS 

The failure the cataract surgery 
the first eye uncomplicated cases 
might attributed technical errors 
many them. Contributory this 
was the factor insufficient prepara- 
tion, particularly far adequate 
anesthesia, basal sedation, basal anal- 
gesia and general akinesia were con- 
cerned. sure that the large per- 
centage success dealing with the 
second eye these very same cases can 
ascribed the meticulous care in- 
vestigating the cause the loss the 
first and assiduously avoiding the 
factors concerned. The 
which are carefully thrown around 
the patient who has only one 
ination infection and inflammation, 
the prevention hemorrhage, iris pro- 
lapse, loss vitreous, rupture the 
capsule, removal all cortex, proper 
radial appositional suturing and after 
care—may well made apply not 
only the one-eyed patients but also 
those who have two Thus, many 
the first which were lost and 
many the second eyes which were lost 
after success had been achieved the 
first might well have been saved. 


The Final Prognosis the 
One-Eyed Patients 

The cases which the second only 
was normal when operation was per- 
formed gave very high percentage 
successful results and justified the opin- 
ion many surgeons that they had had 
many gratifying results with 
tients. There remained group des- 
perate cases which systemic local 
disease made impossible achieve 
success. The second only eye suffered 
from the same condition did the first. 
The fact remains that the over-all 
group one-eyed patients there will 
approximately per cent which the 
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chance for vision better with the 
second eye than was for the first. 


SUMMARY AND CONCLUSIONS 

The literature contains very little, 
any, information, opinions, indications 
results cataract surgery patients 
who have only one eye. The author has 
found interesting and instructive 
assemble, review and report data 
such cases from his own records and 
from those other surgeons who have 
kindly responded questionnaire re- 
garding their experiences. 

The classes one-eyed patients in- 
cluded were those who had lost the first 
eye had less than 20/200 (6/60) 
after cataract surgery, those who 
had suffered from incidental disease 
trauma, and those who had never had 
but one useful 

The psychology the one-eyed pa- 
tient and his surgeon, the investiga- 
tion the cause the loss the first 
eye, the preparation for surgery, the in- 
dications, the timing the operation, 
the prevention and management com- 
plications, the procedures the opera- 
tion, are all discussed the light the 
experiences with the patients this par- 
ticular series. 

the surgical group, the most fore- 
coma, and escape vitreous—account- 
for the greatest percentage loss 
the first eve. Meticulous care 
preparation the patient, particularly 
achieving adequate anesthesia, basal 
sedation, basal analgesia 
akinesia, has resulted reduction 
operative 
causes failure. 

The decision that the intracapsular 
superior the extracapsular technic for 
the one-eved patients cannot reached 
this combined report. was prepared 
from own experience state that 
there was much less uveitis and glau- 
coma after the average intracapsular ex- 
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traction, but the experience the past 
and the reports success others 
with one-eyed patients with the extra- 
capsular method show that the latter 
still valuable The logical 
conclusion that individual surgeon 
when has one-eyed patient may well 
use the method with which has had 
the greatest 
There are, however, indications 
for one the other method. One can- 
not well hold that routinely does one 
for example, the intracapsu- 
lar, when, confronted with 
case, reverts the extracapsular 
method, with without preliminary 
complete iridectomy. uneventful 
operation one method has failed with 
the first eye, may wise use the 
other method the second eye. 


experience success. 


There group desperate one- 
cases whom the first eve was lost 
through serious systemic local dis- 
ease. some cases may best 
evade the issue the fact 
that such eyes will not respond, that 
they are hopelessly beyond human pow- 
restore. Thus one will avoid the 
surgical loss such eyes. The author 
tried help number such patients 
and found that they accounted for the 
percentage the 
complete failure restoration vision 
his one-eyed series. has been en- 
couraged success some these 
desperate cases which appeared just 
bad those which failed and his 
success with the eves which were un- 
complicated save for the fact that they 
were the only eves left the individual 
patients. 


DISCUSSION 

Davis, M.D., Madison, Wis. 
patients with but one valuable addi- 
tion other contributions which has made 
cataract surgery. His systematic discussion 
the various problems which may confront 
the surgeon will 


cases serve as an 
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guide for those who assume 


the responsibility for operation. 


may 


His results and conclusions, based upon this 
study, are both encouraging and discouraging 
encouraging, because excellent results 
anticipated following extraction the patient 
healthy and the eve uncomplicated oth- 
disease; discouraging, because group 
one-eyed cases (approximately per cent, 
revealed this study) may hopeless from 
the start, and operation will, therefore, end 
failure. 


Cataract extraction the one-eyed patient 
unquestionably imposes greater responsibility 
upon the surgeon, regardless his skill, than 
patients who have two functioning eyes. 
look, listen, and search for every possible bit 
evidence obtainable which may have con- 
tributed the loss the first eve, task 
which may prove difficult and times em- 
barrassing. One should guard against the as- 
sumption that poor operation the first eve 
may have been the sole cause the loss 
the eve, for flawless operation the second 
may likewise end 

fully agree with the author and the col- 
leagues whom consulted that operation 
should deferred one-eyed patients, 
rule, until the acuity has fallen 20/200 
less, any event until the patient un- 
able carry without great inconvenience 
himself and also wise not 
appear anxious oneself but permit the pa- 
tient and his family urge operation, where 
the outlook unfavorable. 

exhaustive physical examination and re- 
peated study the remaining eye are obvious- 
imperative one-eyed subjects. The im- 
portance some underlying disease process, 
cataract surgery graphically illustrated 
Dr. statistics. the patients for 
whom failed restore vision his series 
operations, some irremediable disease 
process was the bottom all the failures. 
Viewed this light his results are excellent. 

operative responsibility any cataract opera- 
tion. Elimination conjunctivitis essential, 
and where there any question involve- 
ment the lacrimal sac, should ex- 
tirpated. not operate the one-eyed 
patient until two consecutive smears are nega- 
tive for bacteria and pus cells. 

Dr. Kirby says that has “chosen use 
measures and manipulations which 
cated, which are feasible and are productive 
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results and graceful healing.” indicates 
his preference for intracapsular extraction 
with round pupil, although his tables show that 
complete iridectomy was done about half 
his cases. Some the other surgeons 
whom consulted express preference for 
combined intracapsular extraction, while yet 
others advocate the extracapsular method. 
This the old controversy that doubt will 
cataract extraction practiced. Having 
used extracapsular extraction for years 
and the intracapsular technic for years, 
can wholeheartedly endorse the intracapsular 
method. Healing more rapid and, rule, 
complications are definitely less common. 


The round pupil technic, when uncompli- 
cated, produces more perfect cosmetic and, 
possthly, better functional result; its safety 
has been immensely improved the use 
deep sutures which have virtually eliminated 
iris prolapse, formerly common the round 
pupil operation. However, despite these im- 
provements technic, still feel confident 
that complete iridectomy makes the operation 
simpler and, therefore, safer. not be- 
lieve one should too dogmatic, however, 
the choice the method extraction, 
That method should chosen which best 
meets the problem hand. 


The round pupil method simple and safe 
when the cataract nuclear type with 
freely movable and resistant capsule. the 
other hand, may prove extremely difficult 
and hazardous the cataract cortical 
type, particularly intumescent. Here the 
capsule may easily rupture, especially when 
the pupil not widely dilated. part 
the posterior capsule should detach and cortex 
and capsule become caught beneath the upper 
rim the iris, the surgeon confronted with 
very grave situation, especially vitreous 
should present. Someone has wisely said, 
“We should not hang ourselves round 
pupil.” This indeed sound advice, for per- 
sistent efforts remove lens through 
improperly dilated resistant sphincter all 
too frequently end disaster. Dr. Kirby’s 
apt phrase, “when feasible,” doubt envisions 
some the limitations the round pupil 
technic. 


From this study appears that the old re- 
preliminary iridectomy has fallen into 
disuse. have long since abandoned 
routine procedure. Its use may helpful when 
the chamber too shallow permit satis- 
factory knife section, and will found 
indispensable old cases uveitis with pos- 
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ever, affords panacea which will insure 
success later extraction. recall two ap- 
parently healthy eyes which were lost this 
precautionary measure alone. one case, 
severe diabetic, recurrent iris hemorrhage de- 
stroyed the eye, while the other case uveitis 
developed patient who had latent systemic 
tuberculosis. 


Dr. Kirby has admirably outlined the varia- 
tions surgical approach which 
sary congenital, juvenile, early adult, pre- 
senile and senile cataracts. can heartily en- 
dorse the procedures which advocates and 
also his method operation cataract com- 
plicated glaucoma. 


stresses the importance thorough 
akinesia and anesthesia, both local and general, 
one-eyed cases especially where there has 
been history loss vitreous the first 
eye. Adequate anesthesia indeed essential 
success any cataract operation. have for 
many years advocated the use avertin ad- 
ministered rectum for highly apprehensive 
and unco-operative patients, and also for those 
whom the intraocular tension elevated. 
Its use selected cases will insure successful 
delivery the lens some, which otherwise 
might impossible. 


Dr. Kirby states that visual results 
the patients reports may considered 
excellent, inasmuch vision satisfactory 
the patient was achieved. Measured the ex- 
acting standards customarily used, however, 
the visual results one-eyed cases not com- 
pare favorably with those which can 
obtained after operation the average run 
cataract cases. obviously impossible 
cbtain excellent vision high percentage 
cases which many the eyes are com- 
plicated serious disease. study the 
author’s case records and series cases 
which have reviewed shows that excellent 
vision (20/30 better) was obtained 
per cent, fair vision per cent, 
and failure per cent. 

preparation for this discussion, have re- 
viewed the case histories one-eyed cata- 
ract extractions from series 2118 ex- 
tractions performed various members the 
staff the eye department the Wisconsin 
General Hospital during the past years. 
Time will permit only brief comments the 
results this study. The statistical data which 
have compiled bear striking resemblance 
those submitted Dr. Kirby. 

The first eye was lost from disease, trauma 
other surgery cases (58.8 per cent), 
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and from cataract surgery performed 
others cases (41.1 per cent)—figures 
virtually identical with Dr. Kirby’s. The vis- 
ion the first eye was less than 20/200 
all but our patients, and per cent 
the cases the eye had been enucleated be- 
fore operation the second eye. The second, 
only eye, our series was seriously dis- 
Glaucoma and uveitis ac- 
Serious 


eased cases. 
counted for per cent 
systemic disease, excluding the very common 
arteriosclerotic and hypertensive cases, was 
present patients. 


Visual acuity obtained following extraction 
was highly satisfactory cases (66.6 per 
cent), the final acuity being 20/30 better. 
cases acuity 20/40 20/100 was ob- 
tained, and the remaining cases the acuity 
was 20/200 less. Thus the percentage 


failures the entire series operations 
was 16.7 per cent, compared with the 
per cent reported Dr. Kirby. 


Serious pre-existing disease of the eye ac- 
counted for our total failures, and 
only were attributed operative failure 
per se, one loss vitreous 
cortex and one subchoroidal hemorrhage. 
the case which subchoroidal hemorrhage 
occurred, the first eye had been lost from 
tion and during the healing period were similar 
those encountered other cataract opera- 
tions. Vitreous loss, liquid and viscid, occurred 
cases (11 per cent), which definitely 
than 500 intracapsular extractions 
which have previously reported per 
cent). 

lowing operation. Many were seriously 
damaged before operation that little vision 
could anticipated following 
point fact, the presence cataract was but 
the final episode the disease process which 
involved the eye, and extraction 
taken many instances with only faint 
hope salvaging what small measure 
vision remained. 

When confronted with the 
ject, one must discriminate between the hope- 
ful and the desperate case. Excellent results 
can anticipated the first was not 
lost from disease and the second eye other- 
wise healthy. The main task subject each 
patient thorough study and thereby deter- 
mine the real cause the loss the first 
eye, the physical status the patient, and the 
condition the remaining eye. With this 
information the surgeon can chart his course 
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and prepare the patient for any eventuality, 
either good bad. 


Restoration vision the one-eyed patient 
can one the most moving experiences 
the life the ophthalmologist, and one- 
eyed subjects offer challenge those 
feel equal the task. 


Dr. Kirby’s study offers encouragement 
and the same time reveals some the 
heartaches the ophthalmic surgeon which 
come with the failure restore vision after 
cataract extraction the only remaining eye. 
congratulated for this splendid 
contribution, which should prove immense 
benefit all eye surgeons. 


can, from personal experience, heartily en- 
dorse each and every point has covered, 
with the possible exception some details 
urgical technic. suppose would too 
much to expect any two cataract surgeons, 
regard. 


Mich Some surgeons refuse take the 
iduals. Admittedly the 
ereater under these circumstances, but there 
are those who would question the moral right 
the surgeon operate two-eyed in- 
dividual did not feel capable operat- 
ing the last eye. the other hand, there 
are those surgeons psychologically consti- 
tuted that they are not able their best 
work when confronted with patient’s last 
element themselves are doing real service 
their patients seeing that their last eye 
entrusted someone not emotionally 
affected. long are honest with our- 
selves this matter will maintain higher 
and our patients will appreciate our efforts 
give them the best opportunity 
taining vision. 


Until Dr. Kirby requested data cataract 
surgery one-eyed patients had not thought 
any interesting information might arise from 
such clinical study. However, from the point 
view the patient such study very 
informative. patient has lost one eye 
picious that the fellow eye might likewise 
end unfavorably operated upon. find pa- 
tients less apprehensive the vision the 
poor from other surgical 


For Dr. study reviewed 
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consecutive cataract extractions one sur- 
geon and found 74, 8.9 per cent, were 
done the patient’s last eye. this group 
one-eyed patients, the vision the first 
eye was lost result cataract surgery 
conditions instances. 

have always considered 6/9 satisfactory 
vision, since most these people are able 
read newsprint and get about adequately. 
The visual results our series one- 
eyed patients are, therefore, classified satis- 
factory vision 6/9 better, and un- 
satisfactory less than 6/9. 

From the point view both the sur- 
geon and the patient are primarily in- 
terested the reasons for unsatisfactory vision 
the one-eyed patients operated upon for 
cataract and whether there any relationship 
between the visual loss the two eyes. First 
let consider the causes unsatisfactory 
vision after cataract extraction the one- 
eyed patients. From review this table 
evident that the poor vision the second 
eye predominantly due pathologic con- 
dition present the eye previous the cata- 
ract surgery. Only one case postopera- 
tive iridocyclitis can state that the opera- 
tion was possibly directly responsible for 
poor outcome. We, course, not know 
the visual results the four who were lost 
track the one who died. 

Now let consider the causes visual 
loss the first eye the same patients 
cataract extraction their second eye. Here 
are impressed the fact that although 
there were only cataract extractions this 
group, operations were directly responsible 
for visual loss. The remaining eyes this 
series had very poor vision various 
causes not related cataract surgery. 

Superimposing the causes for visual loss 
the first eye upon the causes 
factory vision the second eye each the 
patients under consideration reveals the 
following information: When the first eye 
was lost from complications surgery, the 
second eye had very little chance being 
lost from surgery. other words, complica- 
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surgery the second eye than the first, 
they were not present prior the first 
operation. find that the reasons for un- 
satisfactory vision both eyes are predomi- 
nantly conditions which were present both 
eyes before operation and, could have 
been sure that such conditions, even when 
known have been present, were severe 
enough result poor vision, this second 
eye would not have been operated upon. 
can say that the second eye should operated 
on, with guarded prognosis, when the vision 
the first eye lost from degenerative 
inflammatory conditions not related 
vious surgery. 

Dr. very interesting that the 
data assembled those who have spoken 
are nearly unison. realize that when 
patient comes only-eye status, one had 
better beware before doing the surgery 
the second eye because there may well 
something wrong with this second eye. The 
whole series encouraging, but all not 
rosy. Many cases will forced upon 
that will increase our percentage poor re- 
sults. 

agree with Dr. Davis that any case 
which the retention the round pupil 
interferes with the extraction technic, iridec- 
tomy should done. 

Dr. Fralick, the apprehension after loss 
the first eye cataract surgery really true 
and profound the cause reactions the 
patients, and are use local anesthesia 
believe should have deep and profound 
and combined with sedation, analgesia and 
akinesia, almost equal its effect that 
general anesthesia with 

Again would say that agree with both 
the discussors regard the fact that 
had our choice, would not operate 
some these patients who have only one 
eve. are position which feel 
ling risk the possible bad result. Somebody 
has operate these patients, and the pa- 
tients, the patients’ families, practitioners, and 
other ophthalmologists really want something 
done. believe that should give these pa- 
tients chance, even when the prognosis not 
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THE PRACTICAL IMPORTANCE ABNORMAL RETINAL 
CORRESPONDENCE 


a’B. Travers, M.D. 


MELBOURNE, AUSTRALIA 
INVITATION 


stand before you .oday sense in- 
spired not only the place but 
audience. feel greatly honored that 
should asked address you and can 
hardly flatter myself that can bring 
from Australia much for America 
learn. going speak you ab- 
normal retinal correspondence, and 
hope you will excuse if, what 
necessity brief address, seem un- 
duly dogmatic. 

mind the practical importance 
abnormal retinal correspondence lies 
its value guide treatment. 

There are three aims the treatment 
any case squint, and give them 
you the order their importance. 


Good vision each eye 
Eyes straight 
Normal binocular vision 


These aims should attained with- 
out operation possible, and not 
concerned with aims (1) and (2) 
present. Only with (3), for abnormal 
retinal correspondence defect bi- 
nocular vision and its presence bar 
the attainment the third aim. 

Now word the diagnosis ab- 
normal retinal correspondence. This 
simple the patient co-operative. 
should seated the synoptophore, 
and two simultaneous macular percep- 
tion slides, such the and 
the should placed the lan- 
terns. The instrument arranged 
that set the true angle squint. 
Presented at the Fifty-Fourth Annual Session of the 


American Academy Ophthalmology and Otolaryn- 


gology, Oct. 9-14, 1949, Chicago, III. 
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With this arrangement there move- 
ment the eyes when the patient looks 
first the butterfly and then the net. 
these circumstances, the patient 
sees the butterfly the net (or the two 
macular images his cor- 
respondence normal. And vice versa, 
the butterfly seen outside the net 
his correspondence abnormal. 

the patient nonco-operative 
too young co-operate, you may guess 
his correspondence what 
called “method The 
the angle squint over degrees 
and the age onset squint under 
vears. The likelihood abnormal cor- 
respondence increases directly with the 
angle squint and inversely with the 
age onset squint. very unlikely 
present the squint commenced 
the squint under degrees except 
divergent squint, where common 
more likely the squint constant 
and less likely the squint variable 
degree. 

Having decided the type correspon- 
dence present, one does not need any 
further information—simply the cor- 
respondence normal abnormal. 
the degree deviation from normal, 
monious inharmonious type abnor- 
mality. There are 
problems abnormal correspondence, 
and its very nature and origin are still 
disputed; but practically this doesn’t 
matter. What does matter that pa- 
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tient with abnormal retinal correspon- 
dence cannot project his two macular 
images the same direction the same 
time. 

And now would like you consider 
for moment something that have 
never seen mentioned before the vari- 
ous treatises have read, and that the 
element time binocular vision. 

macular images the correct direction, 
each fixes separately. cannot 
project both macular images the same 
direction the same instant. 
with normal retinal correspondence 
projects both macular images 
same direction the time. 
Therefore time really 
factor the difference between the two 
conditions, and though this quite obvi- 
ous when one considers it, have not 
seen mentioned. 


return the main subject, 
person with abnormal retinal correspon- 
dence cannot fuse blend macular 
images and cannot given fusion ex- 
ercises, for you should note that orth- 
optic exercises are concerned with fu- 
sion the two macular areas only. 

Having diagnosed the type corre- 
spondence present you have clear in- 
dication how next proceed with 
treatment. 


reasonable try orthoptic exercises 
increase the power fusion, and 
such case permissible wait until 
the child old enough co-operate 
with the orthoptic technician. 


the correspondence abnormal, 
one must consider how best treat it, 
and there have been four methods 
treatment suggested: alternating occlu- 
sion, prisms, orthoptic exercises and 
corrective operation. The first three 
these methods are very doubtful use. 
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alternating occlusion one hopes 
prevent the reinforcement the abnor- 
mal retinal correspondence and allow 
the innate normal 
ships re-establish themselves. 

Treatment prisms has also been 
advocated, Prisms are worn which give 
deviation equal the angle the 
squint, and this allows similar images 
fall the two maculas. The main defect 
this treatment its impracticability. 
Prisms equal more than about de- 
grees squint can hardly tolerated 
because their weight and clumsiness. 

Orthoptic treatment abnormal cor- 
respondence consists simultaneous 
stimulation the two maculas “si- 
multaneous perception” slides syn- 
These images are first seen 
widely separated, but the treatment 
successful case proceeds the two 
pictures gradually approach 
finally seen superimposed. 

All the methods have been extensive- 
tried various observers and 
generally agreed that they may improve 
cure occasional case. But improve- 
ment unlikely, and opinion 
these three methods should not ad- 
vised they are uncertain their 
effects. 

The only treatment that will certainly 
operation, and corrective operation 
well performed and the 
straight, the relationships normal bi- 
nocular vision will develop certain 
number cases. the operation done 
able expectation that normal binocular 
vision will develop; but the more opera- 
tion the more likely the 
correspondence remain abnormal. 
Often one sees the correspondence 
change and the angle anomaly lessen, 
but the operation performed later 
than vears age, seems that 
normal binocular vision very seldom 
attained, 
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Thus abnormal retinal correspondence 
gives absolute indication for opera- 
tion the squint gross enough 
unsightly. And this point allowed, 
will that the whole procedure 
the treatment case squint 
greatly simplified. 


Now 


briefly: 


let summarize paper 


Abnormal retinal correspondence 
defect binocular vision. 

Its diagnosis easy—by the 
patient co-operative, probability 

treatment abnormal correspon- 
dence corrective operation. 

Therefore, once diagnosis ab- 
normal correspondence made, op- 
eration desirable the squint 
gross enough (as usually is). 

diagnosis the type corre- 
spondence present very helpful 
deciding the general course treat- 
ment any case. 


Now word conclusion. think 
apparent that the intensive study 
abnormal binocular vision that began 
the early thirties has resulted the 
more adequate understanding squint. 
result this has been that opera- 
tion, general rule, now under- 
taken much earlier than formerly. Per- 
haps abnormal correspondence has giv- 
surgeons something more definite 
on. think this good has saved 
much childhood misery. 

But don’t think overenthusiasm for 
the problems abnormal binocular vi- 
sion should dazzle one into thinking that 
abnormal correspondence itself 
very important. 

you think that the results treat- 
ment now, considered whole, are 
very superior the results before ab- 
normal correspondence was ever thought 
of? have vet convinced that they 
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DISCUSSION 
New York, 


very exciting for 


MayNarp 
me. first interest orthoptics just about 
appearance Dr. Travers’ 
“Abnormal Retinal 

published 

1936. 


coincided 
well-known 

was 
British Journal Ophthalmology 
This was important piece 
mental research which still widely quoted. 
His later ideas this subject have been furth- 
amplified other articles appearing the 
British Journal Ophthalmology. 
Travers speaks with great authority. 


Abnormal retinal correspondence has been 
us. Even those who have been 
watch its behavior and have had some ideas 
about what causing it, have usually been 
loss know how treat it. Having 
discussed many phases muscles with Dr. 
Travers the past, not all surprised 
have him bring this beautifully clear, 
concise solution this problem. feel sure 
that all clinicians will grateful 
welcome his solution the paper that has 
with it. 


The orthoptic treatment abnormal retinal 
correspondence difficult even under the most 
ideal circumstances. With small 
practically impossible. Now that Dr. Tra- 
vers has given abnormal retinal correspondence 
definite indication for early operation, 
can proceed without doubt and delay. 

have one question ask. Having made 
the diagnosis abnormal 
pondence, predicted its presence young 
patient, does the choice surgical 
procedure? put another way, assuming 
that the surgeon does not get orthophoria 
every surgical case, would prefer have 

This question prompted experience 
that some you may have shared. Occasional- 
the eyes child operated upon will look 
straight when the bandages are removed, but 
short time later the original deviation has 
The measurement ex- 
actly the same was before operation. 
The most likely explanation that has occurred 
that the abnormal retinal corres- 
pondence has been powerful has been 
able overcome the new muscle alignment. 
hope Dr. Travers will tell this 
reasonable explanation slight over- 
correction operation might prevent its oc- 
currence. 
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sure you will all agree with when 
say Tom Travers, are glad you came, 
are grateful for the message you have 
brought us, and hope you will come back 
o.ten. 


Dr. Travers: Thank you very much for 
your kind remarks. 
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have had the same unpleasant experience only 

too frequently, but have taken much more 

humble view it. have merely thought 

that had done badly. have found 

doing again the result has been successful. 

mind the abnormal correspondence does 
not affect the operative result any way. 
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THE PATHOLOGIC FINDINGS TWO CASES 
CHOROIDEREMIA 


M.D. 
TORONTO, CANADA 


1947, before this Academy, 
father and presented report 
cases Since that time 
have obtained the eyes the pa- 
tients who died. The changes these 
eyes largely confirm the theory that the 
essential abnormality choroideremia 


The cases are introduced the clin- 
ical reports taken from our previous 
paper. The discussion the significance 
the findings follows. 


CASE 


Male Age years 


History 

When this patient was young man his 
twenties could not see night. Later 
found that the daylight his peripheral vision 
was reduced. When was his late fifties 
his vision was sufficiently decreased that 
could longer work. The glasses has 
present are O.D.-2.00, O.S.-2.00. 


Visual Acuity—O.D. light perception 

O.S. light perception, cen- 
tral projection only. 

The two eyes are similar. The pupils are 
round, central and small, react accommoda- 
tion but not light. The two fundi show the 
brilliant yellow-white color sclera. There 
small amount pigment present the right 
macula and small area red color the left 
macula. There normal red color present 
the far periphery. The disk somewhat 
pale, although this hard decide due the 
peculiar contrast the neighboring sclera. The 
retinal vessels are normal. The vitreous shows 
some small floating bodies. There are some 
minor lens opacities. 
From the ophthalmological department the 
versity of Toronto and the Toronto Western Hospi- 
tal. 
Presented as a Clintcopathologic Case Report at the 
Fifty-Fourth Annual Session of the American Acad- 
emy of Ophthalmology and Otolaryngology, Oct. 9- 
14, 1949, Chicago, IIL. 
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Pathologic Findings 

This man’s eyes were obtained about eight 
hours after death. They were fixed per 
cent formalin solution. The sectioning was 
done under the direction Dr. Reese. 
Serial cuttings about microns thick were 
made and every tenth section was stained with 
hematoxylin and eosin for examination. Other 
sections were chosen and stained with special 
stains, including phosphotungstic acid hema- 
toxylin, mucicarmine, Van Hotchkiss, 
trichrome and thionine. 

The two eyeballs are similar and can dis- 
cussed one. The eyeball normal size and 
the fibrous tunic does not appear thinned. 
The corneal epithelium missing over large 
extent, but this undoubtedly artefact be- 
cause the remaining epithelium 
Bowman’s membrane intact. The fibers 
the corneal stroma show their normal config- 
uration; there increase wandering cells. 
Descemet’s membrane intact, and the endo- 
thelium appears healthy. 

The angle the anterior chamber well 
formed; there suggestion peripheral 
synechias. There small amount pig- 
ment among the trabeculae the angle, but the 
spaces Fontana are quite open. The canal 
patent, and the vessels related 
are not sclerosed. The delicate stroma 
the iris normal; the anterior limiting layer 
carries only small amount pigment. The 
pigment epithelium the iris intact al- 
though there slight amount atrophy 
the pigment ruff the pupil. 

The anatomy the ciliary body essen- 
intact. The greater arterial circle pres- 
ent; the vessel wall not unduly sclerosed. 
The stroma shows number cleftlike spaces. 
The ciliary processes are full, and the pig- 
mented and the nonpigmented epithelium are 
intact. The lens shows some subcapsular cystic 
changes the equatorial region, which extend 
towards the posterior pole. The lens epithelium 
does not extend under the posterior lens cap- 
sule. 

The chief pathologic changes are found from 
the ora serrata posteriorly. the ora the pig- 
ment epithelium intact, the retina shows 
some normal cystic degeneration, the external 
membrane present, and rod nuclei 
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FIG. 1-—Case 1. The retina and choroid near the macula, showing the 


sclerosed choroidal vessels. 


The retina about halfway between the macula and the ora 


rata. The bipolar cells lie next to the sclera. 


and fibrils can seen, but the vessels the 
choroid show greatly thickened and hyalinized 
walls (fig. 1). These seem chiefly the 
outer and middle vessels. The inner capillary 
net can still identified and appears relatively 
normal. trace posteriorly, the pigment 
epithelium degenerates into pigmented line, 
the rod fibrils and nuclei disappear, but the 
bipolar cells and inner layers the retina re- 
main intact. the change traced the 
retina, the sclerosis the choroidal vessels 
becomes more marked; the vessels now appear 
hyaline rings with insignificant lumens. The 
choroid seen fibrous strand containing 
sclerosed vessels and few scattered granules 


pigment next the sclera. separated 
from the retina Bruch’s membrane. 
point about halfway the posterior pole from 
the ora serrata, choroid and Bruch’s membrane 
have disappeared completely and the layers 
which can identified are sclera, bipolar 
cells, inner plexiform layer, ganglion cells, 
nerve fiber layer, and inner limiting membrane 
the retina (fig. 2). 


the region the macula some choroid 
again present. appears thin fibrous 
strand containing occasional patent vessel 
with thickened walls. small area, presumably 
close the macula, shows pigment epithelium, 
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TWO CASES CHOROIDEREMIA 


1. At the macula, the remnant of choroid, pigment epithelium, 


1 few cone cells; 


relatively intact inner layers of the retina. 


optic 
intact structure posteriorly. 


nerve, 


cone fibrils, outer nuclear the remnants 
Henle’s fiber bipolar cells and the in- 
ner layers the retina (fig. 3). The ganglion 
cells are relatively intact and are about six cells 
deep. The inner show cystic degenera- 
tion which extends onto the optic disk and into 
the neighboring part the optic nerve. The 
optic nerve next the eyeball exhibits loss 
the nerve fiber columns and increase the glia 
the septums (fig. 4). However, mm. fur- 
ther away from the eyeball the nerve fibers are 
intact and the glial septums are normal. 


Only occasionally can small clumps pig- 
ment granules found the retina. This pig- 


Cystic spaces near the cribriform plate but 


ment rodlike nature, coming from the pig- 
ment epithelium. The clumps usually lie the 
outer surface the bipolar cell layer. Gliosis 
between the bipolar cells and Bruch’s mem- 
brane does not occur. 


One long ciliary artery can traced through 
the sclera, along the choroid 
ciliary body (fig. 5). The artery itself patent, 
but the neighboring choroid almost missing. 
The central retinal artery and its branches, the 
arteries under the conjunctiva, associated with 
extraocular muscle, and the region 
the arterial circle Zinn, are all patent and 
not abnormally sclerosed. 
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FIG. 5—Case The patent long ciliary artery. 


CASE 
Male Age years 
History 
This patient remembers that child 
was night blind. During his adult life lost 
his day vision, and since was years old 
has been blind. 


Visual Acuity—O.D. light perception 

O.S. light perception, poor 
projection 

There are extensive corneal opacities and 
cataract changes which make impossible 
see the fundus the right eye. The left fun- 
dus can dimly seen and the typical changes 
choroideremia are present—atrophy cho- 
roid giving white background. There are 
some occasional dashes pigment against the 
white, and some pink reflex from the macular 
area. 


Pathologic Findings 

The eyeballs were obtained about ten hours 
after death. They were fixed, sectioned and 
stained manner similar that described 

The right eyeball normal size and 
shape. The sclera does not form any staphylo- 
ma. The corneal epithelium 
thickened; Bowman’s membrane the central 
area intact but replaced peripherally 
fibrous tissue containing lymphocytes. There 
accumulation lymphocytes the sub- 
conjunctival tissue. The corneal stroma shows 
increase wandering cells. Some vessels 
pass from the limbus for several millimeters 
into the stroma. Descemet’s membrane and the 
corneal endothelium are intact. 


The angle the anterior chamber com- 
pletely blocked synechia between iris and 
cornea which about mm. broad. The tra- 
becular spaces and the canal Schlemm are 
present. The stroma the iris condensed 
and contains masses pigment and dispersed 
granules pigment. The greater arterial circle 
lymphocytes. 

The ciliary body small. The nonpigmented 
epithelium shrunken the region the 
processes, but the pigmented epithelium 
intact. The ciliary processes are short and 
contain dense hyaline cores. The stroma and 
muscle fibers the ciliary body are thin. De- 
generation the lens fibers present the 
equator the lens and extends the posterior 
pole. There slight extension the lens 
epithelium posteriorly. 

the ora serrata the choroid thin fi- 
brous strand bounded line amorphous 
pigment its outer aspect and separated 
line rod-shaped pigment granules from the 
retina. Those vessels which can identified 
have thick, hyaline walls. several places 
groups lymphocytes are present. The retina 
cystic. Further posteriorly the choroid 
still thinner. Bruch’s membrane and irreg- 
ular fine line epithelial pigment are present 
and are separated fibrous tissue from band 
pigment lying against the sclera. The epi- 
thelial pigment disappears anterior where 
the choroidal pigment lost, with the result 
that one area the layers passing from sclera 
retina are pigment, fibrous tissue, 
retina. The retina merely tenu- 
ous strand containing only one layer cells— 
presumably bipolar cells. Halfway the pos- 
terior pole the choroid has disappeared the ret- 
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FIG. 6 


TWO CASES CHOROIDEREMIA 


Case Right eye. The retina about halfway between the macula 


and ora serrata. The bipolar cells lie against the sclera; the ganglion 


cells are lost. 


ina consists strand bipolar nuclei lying 
next the sclera The nerve fiber layer 
and ganglion cells are missing; thin band 
glial tissue separates the bipolar cells from 
the internal limiting membrane the retina. 

the region the macula some choroid 
again present. layer amorphous pigment 


lies against the sclera while patent vessels lie 
adjacent Bruch’s membrane. The macula can 
identified area where the bipolar cells 
are eight deep and remnants Henle’s fiber 
layer are present. There are few nuclei lying 


against Bruch’s membrane. Their grouping 
suggests they are remaining rod and cone nu- 
clei. The ganglion cells and nerve fiber layer 
are completely missing, that loose amor- 
phous substance separates the bipolar cells 
from the thickened internal limiting membrane 
the retina. 

The arteries the subconjunctival tissues, 
the rectus muscles and the retina are 
patent and their walls are not markedly thick- 
ened. The long ciliary artery open and has 
small lumen. Sections the vessels behind the 
eyeball show some reduplication the intima 
but have quite adequate lumens. 

The optic nerve was cut off the cribriform 
plate. The nerve which was left shows loss 
the nerve fibers and increase the glial tissue. 

The left eyeball shows interesting 
changes which are different from those seen 
the right eye. 

There collection lymphocytes the 
subconjunctival tissue and about the greater 
arterial circle the iris. The corneal epi- 
thelium normal thickness and lies 
intact Bowman’s membrane. There ad- 


vancement fibrous tissue from the limbus, 
with accompanying loss Bowman’s mem- 
brane. The architecture the corneal stroma, 
Descemet’s membrane, and the endothelium 
intact. 

The angle the anterior chamber open. 
There considerable pigment lying the 
trabeculae the angle, but the spaces Fon- 
tana are open and canal patent. 
The configuration the stroma the iris 
normal. The anterior limiting membrane the 
iris sharp and contains pig- 
ment, both granular and amorphous 
character. The pigment epithelium the iris 
intact; there slight atrophy the pigment 
the pupil. 

The ciliary body well formed. The ciliary 
processes are good size and covered 
clean layer both pigmented and nonpigment- 
epithelium. The stroma and ciliary muscle 
are adequate. The lens shows some degenera- 
tion lens fibers and the presence epithelial 
cells the posterior subcapsular region. The 
vitreous shrunk against the posterior surface 
the lens. 

The choroid very similar that the 
other eye. the ora serrata fibrous, con- 
tains sclerosed vessels and bounded epi- 
thelial pigment its inner surface, amorphous 
pigment against the sclera. traced pos- 
teriorly, first the epithelial pigment lost, then 
the whole structure disappears. About the 
macula again present fibrous strand 
containing sclerosed vessels and pigment its 
outer surface. 


The retina presents some interesting points 
distinction from that the right eye. 
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FIG, Left eye. The retina about halfway between the macula 
and the ora serrata. Bipolar cells lie against the sclera; ganglion cells 


are present 


FIG. 8—Case eye. The 
about the greater arterial circle 


the ora serrata, rod cone fibrils and nuclei, 
bipolar cells and ganglion cells can identi- 
fied. A large retinal cyst lies at one side. Pos- 
teriorly the rods and cones are lost 
bipolar cells, ganglion cells and the nerve fiber 
laver remain. about the equator the bipolar 
cells are contact with the sclera, choroid 
being absent (fig. 7). the macula the nerve 
fiber layer, the ganglion cell 
bipolar cell are all intact. Henle’s fiber 
layer partly present. There small island 
which contains rod and cone nuclei, rod and 
cone fibrils and pigment epithelium. Occasional 
clumps epithelial pigment are present the 
retina, particularly its outer surface. 


intact anterior segment; lymphocytes 


and under the conjunctiva. 


The optic nerve shows intact nerve columns. 
There slight increase the number the 
cells the glial septums. 

The arteries under the conjunctiva, related 
the optic nerve and retina and the region 
the arterial Zinn are not unduly scle- 
rosed (fig. 8). 


DISCUSSION 


The essential finding these four 
eveballs the atrophy choroid. While 
the atrophy complete the equator, 
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next the ora serrata the choroid 
present, but the walls the choroidal 
vessels are thickened and their lumens 
are all but the posterior 
pole the eyeball some remnants 
choroid remain, where 
choroidal vessels can seen. 

This atrophy choroid appears 
have induced secondary atrophy 
retina. Where choroid completely 
missing, the pigment epithelium, rods 
and cones, rod and cone nuclei are ab- 
sent. Where some remnant choroid 
remains, some trace 
can found. The loss choroid 
has not seriously affected the bipolar 
cells, the ganglion cells, the nerve fiber 
the optic nerve. 

comatous. There complete peripheral 
anterior synechia, glaucomatous pan- 
nus, loss ganglion cells, and optic 
The fact that the other eyeball 
shows open angle, ganglion cells, 
intact optic nerve, but all the other 
changes which could associated with 
choroideremia the diagnosis 
glaucoma, the first eve, superimposed 
choroideremia. 

The vessels the choroid 
near the ora serrata suggest that the loss 
choroid due closing off the 
arteries supplying the structure. The re- 
searches 
the occasional clinical 
atrophy the choroid following 
sion the ciliary arteries can taken 
subsidiary evidence this 
The lack sclerosis the arteries 
the conjunctiva, extraocular muscles and 
retina suggests that the changes occur 
specifically the choroid. 

One other cause for the pathologic 
changes may considered. possible 
that the atrophy choroid results from 
abiotrophy the pigment epitheli- 
that the choroidal atrophy merely 
Such hypothesis assumes 
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TWO CASES CHOROIDEREMIA 


on 


that healthy choroid depends upon 
healthy pigment epithelium. 
pothesis suggests that choroideremia 
one group diseases which 
could name pigmentary degen- 
erations the and that retinitis 
pigmentosa and choroideremia are the 
same closely allied diseases. The fe- 
male carriers choroideremia show 
pigmentary degeneration the fundus, 
with little evidence atrophy the 
choroid. The appearance their eyes 
suggests that the pigment epithelium 
primarily fault. There are, however, 
several reasons for not accepting the 
pigment epithelium the site the 
basic change. 

The sclerosis the choroidal vessels 
sufficient explain the atrophy 
choroid. 

and clinical observa- 
tions confirm that the changes found 
choroideremia can explained 
the basis the cho- 
roidal vessels. 

The pathologic changes 
those retinitis pigmentosa. the 
pigment epithelium the instigator 
have the same role retinitis pig- 
mentosa. difficult imagine 
that degeneration such narrow 
strip cells could cause such widely 
diverse lesions. Rather easier 
consider that changes 
ment epithelium are only secon- 
dary character, both 
emia and retinitis pigmentosa. 

This present work, therefore, indi- 

different 

from retinitis pigmentosa, 
pigmentosa called “primary pigmen- 
tary degeneration the then 
choroideremia separate entity. 

“primary pigmentary degeneration 

the used generic name for 

group diseases showing degenera- 

tion the pigment epithelium, night 
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blindness and other signs, 
work indicates either that choroideremia 
does not belong that group that the 
idea primary pigmentary degenera- 
tion, and the group name itself, 
wrong. the light these findings con- 
cerning choroideremia, wish 
choose name for the group heredi- 
tary diseases showing night blindness, 
loss field, and other signs must 
accept some name which does not impli- 
cate any single structure imply any 
one theory origin. 


SUMMARY 


These two cases choroideremia 
show atrophy the choroid with degen- 
eration the outer layers the retina. 
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BILATERAL ORBITAL GRANULOMA SIMULATING 
NEOPLASM 


M.D. 
SAN FRANCISCO, CALIF. 
Owen M.D. 
BERKELEY, CALIF. 


ciated with disease the paranasal si- 
nuses not uncommon 


Chronic inflammations which simulate 
neoplasm are sufficiently rare war- 
rant report the 


CASE REPORT 

year old Negro female was 
struck the right temporal region 
baseball February 1948. The con- 
tusion subsided without incident. 
March swelling developed over the 
right eye with blurred vision and orbital 
pain. April she was hospitalized 
Kern County, Calif. Complete labora- 
tory studies and roentgenograms were 
negative. She was treated with antibi- 
otics and pyrotherapy. After one month 
she was discharged from the hospital 
with residual chemosis and exophthal- 
mos. May the right eye appeared 
more prominent and there was in- 
crease the lid edema and chemosis. 
partial ptosis was present. June 17, 
the right eve was seen displaced 
forward and downward and 
could felt below the upper rim the 
orbit along its entire length. The ocular 
movements were good but there was 
sure. There was moderate chemosis and 
lid edema. The disk showed diopters 


From the division ophthalmology and the Francis 


Proctor Foundation for Research Ophthalmol- 
ovy, University of California School of Medicine, 
San Francisco. 


This work was supported by a grant from Mrs. E. 
Heller. 
Presented as a Clinicopathol: 


gic Case Report at the 


Fifty-Fourth Annual Session of the American Acad- 
emy of Ophthalmology and Otolaryngology, Oct. 9- 
Chicago, 


14, Ill. 


1949, 


elevation with edema. Vision the right 
was 20/25 and the left eye 20/20. 
With the Luedde exophthalmometer the 
right eve measured mm. and the left 
eye, mm. Skull, sinus, chest, and 
K.U.B. films were negative. was felt 
orbital tumor was developing, prob- 
ably from the lacrimal gland (figs. 
and 2). 


FIG. 1 Right orbit. 


dition. 


Preoperative con- 


Surgery was performed July 
brow incision was made, the periosteum 
reflected downward and anteroposte- 
rior incision made through 
teum into the tumor. was firm and 
somewhat fixed. portion was excised 
and frozen sections indicated that the le- 
sion was neuromyxofibroma. The orbi- 
tal contents were exenterated. The post- 
operative course was uneventful. 
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FIG, 2—Right orbit. 


Pathologic report. The tissues were 
The cut sections were stained vari- 
ety methods. The orbital muscles and 
fat were infiltrated with chronic inflam- 
matory granulation tissue. This tissue 
was diffusely distributed. The orbital 
fat showed myxomatous degeneration 
and the muscles showed edema, secon- 
dary degeneration, and loss striations. 
Diagnosis: Inflammatory granuloma 
the orbit (figs. and 4). 


FIG. 3—-Right orbit. Fibrous replacement of orbital 
fat. Chronic inflammation. 


The patient was entirely well until 
Feb. 17, 1949. this time pain ap- 
peared the left orbit with nausea and 
vomiting, and the left eye became prom- 
inent. Examination showed episcleral 


TRANS. AMER. 
ACAD. OF O, & 0. 


Preoperative condition. 


engorgement, normal extraocular move- 
ments, and normal fundus. Roentgeno- 
grams showed some clouding the si- 
nuses, and moderate amount puru- 
lent exudate was recovered lavage. 
The exophthalmos measured mm. 
The patient was hospitalized and given 
intramuscular penicillin for one week, 
following which the symptoms were 
markedly improved. March 17, the 
headaches were increasing severity, 
the exophthalmos persisted, and orbital 
resistance was definite. There were 
palpable masses. Fundus examination 
and the visual acuity was 20/80. was 
noted she had gained pounds between 
June 1948 and March Lumbar 
puncture revealed normal spinal fluid 
pressure, and the spinal fluid showed 
abnormalities. March 24, the exoph- 
thalmos had increased mm. and 
there was moderate chemosis. 


Examination. The temperature, res- 
pirations, and blood pressure were nor- 
mal. The patient had moderate amount 
pain the left orbital region. General 
physical examination laboratory 
studies were entirely normal, except the 
basal metabolic rate was minus 
Examination the eyes showed 
edema both lids, chemosis, exoph- 
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FIG, 4 
inflammation. 


thalmos mm., and visual acuity 
20/40. tender mass was present be- 
low the orbital rim superiorly, extending 
from the midline the inner canthus. 
was firm and slightly movable. small- 
mass was present below the inner can- 
Fundus examination 
showed slight edema the disk. 


Course. left temporal decompres- 
sion was done March 31. definite 
tumor was found. April the vis- 
ual acuity the left eye was 20/25 and 
the exophthalmos measured mm. 
May the patient was vomiting inter- 
mittently, somewhat sluggish, 
ing slight constant pain. The mass the 
upper orbit had increased size and the 
chemosis was more marked, 


The patient was transferred the 
University California Hospital this 
time. examination showed 
marked chemosis (fig. 5). The lids were 
sutured together protect the cornea 
phorus uptake studies were more char- 
acteristic neoplastic process. 


she 


June left transfrontal crani- 
otomy was performed and the remainder 
the orbit The extraocular 
muscles were large, edematous and pale. 
biopsy was taken from the superior 


Fibrous replacement of orbital fat. 
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Diffuse chronic 


oblique and the superior rectus muscles 
and several pieces orbital fat were re- 
moved. The postoperative course was 
uneventful. 


Lid edema and chemosis, with 


FIG. 5—Left eye. 
exophthalmos. 


report. 
showed moderate diffuse and perivas- 
cular infiltration round cells, with 
edema, and secondary degeneration 
the fibers. The orbital fat showed foci 
round cell infiltration and degeneration, 
with some fibrosis (figs. and 7). 


June 15, the blood iodine was 6.7 
micrograms per hundred cubic centi- 
meters and the plasma cholesterol was 
236 mm. June 18, the patient was 
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FIG. 6—Edema, secondary degeneration, and chronic 
inflammation, left superior oblique muscle. 


discharged. The tumor was not palpable, 
the chemosis was nearly absent, and the 
eveball had receded its normal posi- 
tion. August examination showed 
abnormality. Vision was 20/25 and the 
exophthalmos measured mm. 


The patient was well until November, 
when slight pain recurred the left or- 
bit. 
chemosis and edema the lower 
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FIG, 8—Lett eye. Edema and exophthalmos. (This 
picture has been printed in reverse from a_ koda- 


chrome transparency.) 


ill-detined mass was palpable the low- 
temporal orbit. December there 
was definite increase the size 
this mass with constant dull pain (fig. 
The patient was readmitted the 
units daily, this time the acuity 
was 20/25 and the exophthalmos mea- 
sured mm. The mass the lower or- 
bit was firm, somewhat movable, and 
extended from the canthal region the 
midline. extended somewhat over the 
orbital margin into the lids. Roentgeno- 
grams and laboratory studies again were 
entirely 


She was operated December 
Dr. Howard The tumor was 
was and not en- 
capsulated. The postoperative course 
was normal and all symptoms were com- 
pletely relieved. She was discharged 


| deceml eT 14. 


Pathologic report. The tumor was 
firm and irregular and measured 
The cut surface showed thick, 
strands with interspersed pale 
tissue. Microscopic examination 
showed dense fibrous connective tissue, 
fat, and striated muscle bundles. con- 
tained numerous fibroblasts and macro- 
phages. There were 
blood vessels and scattered small round 
cells, some which formed collections 
had perivascular arrangement. 
agnosis: Fibrous tissue showing chronic 
inflammation 9). 
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FIG. 9—Left eye. Orbital tissue 


inflammation. 

Course. The patient has been followed 
closely the date this report (March 
She entirely well and 

COMMENT 

orbit diagnosis neoplastic process 
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seemed justified. After examination 
the right orbital contents became ap- 
parent that the lesion was inflammatory 
nature with the cause undetermined. 
The development similar process 
the left orbit created the problem 
determining, possible, the agent pro- 
ducing the disease and that protection 
the eyeball. The course the disease 
has features inflammatory 
pseudotumor, but the pathologic char- 
acter the lesions did not conform with 
this condition. The has 
some the features endocrine ex- 


some 


process also 
The basal metabolic rate would tend 
confirm this, but the patient was given 
thyroid several times without effect. The 
appearance the ocular muscles and 
orbital fat the time the transfrontal 
craniotomy was characteristic this 
condition. The histologic findings the 
muscles were also consistent with this 
diagnosis. The possibility 
known infectious agent producing this 
condition cannot eliminated, but cul- 
tural and other studies were negative. 
The patient exhibited other signs 


systemic disease. 


Home Study Courses 


The 1950-1951 Home Study Courses will begin Sep- 


tember and continue for period ten months. Regis- 


trations should completed before August 15. 


Detailed information and application forms 


secured from Dr. 


Benedict, 100 First Avenue 


Building, Rochester, Minnesota. 
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Memoriam 


David Franklin Berry Indianapolis, Indiana 
March 16, 1950 


Frank Joseph Briglia Philadelphia, Pennsylvania 
Harry Friedenwald Maryland 
April 1950 
Harry Oaks, California 
Reuben Kayser Brooklyn, New York 
April 13, 1950 


Justus Matthews Minnesota 
May 22, 1950 


John Henry Rindlaub Fargo, North Dakota 
March 12, 1950 


Maxwell Ryan.................New York, New York 


June 12, 1950 


Orville Jackson Walker Youngstown, Ohio 
April 27, 1950 


David Washburn Wells ..........Newton, Massachusetts 
March 1950 


Horace Williams Philadelphia, Pennsylvania 
June 1950 
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HARRY SEARLS GRADLE 


1883 1950 


Dr. Harry Searls Gradle, president the American Academy Ophthal- 
mology and Otolaryngology 1938, died his home Sherman Oaks, California, 
May 25. Dr. Gradle was born Chicago, December 31, 1883. graduated 
from the University Ann Arbor, 1906 and from the Rush Medical 
College Chicago did graduate work clinics London, Paris, 
Vienna, Berlin and Prague. assistant professor ophthalmology the 
1928 1944. 


was member the Council the 1920-21, Secretary for 
from 1927 1930, Secretary for Ophthalmology from 
1931 1937, and Secretary for Study Courses from 1944 


1939 and 1940 Gradle was chairman the Section Ophthalmology 
the American Medical was president the Chicago phthal- 
Society 1937 was the efficial delegate the International 
Ophthalmological Congress Cairo, and president the Pan-Anierican 
Congress Ophthalmo was regent the American College 
Surgeons, member the American Ophth almological Society, the 
mological Society the United Kingdom, Chicayo Medical Society, State 
Medical Society, American Association for the Science, and the 
Association Military Surgeons the United States. For several years was 
chairman the Subcommittee Ophthalmology the National Research 


honorary member the Brazilian Congress Ophthalmology and 
operation with Dr. Conrad Berens New and Dr. Alvaro 
Paulo, Brazil, Dr. Gradle organized the first Congress 

Ophthalmology held Cleveland 1948 was awarded the first Pan- 
American medal the United States National Society for the Prevention 
For many was vice-president the Society for the 
Prevention Blindness and was chairman the committee ophthalmology 
the Public Aid Commission, Blind was con- 
sultant trachoma among the Indians for the Department the Interior. 


Dr. Gradle was attending the Michael Reese and Cook 
County Hospitals from 1922 1928, and the and Ear Infirmary, 
where was chief staff from 1933 From 1943 1945 was director 
the Trachoma Clinics Southern received the Dana 
for outstanding service prevention blindness. was the editorial staff 
Ophthalmologia and was associate editor the American 
Journal Ophthalmology. 
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TRANSACTIONS 
American Academy Ophthalmology and Otolaryngology 


Official Publication the American Academy Ophthalmology and Otolaryngology 
Published under the direction the Editorial Board 
WILLIAM BENEDICT, Rochester, Minnesota, Editor 


HOWARD Omaha, Nebraska, Editor 
HENRY WILLIAMS, Rochester, Minnesota, Associate Editor 


Printed Douglas Printing Company, 109 North 18th Street, Omaha Nebraska 
All communications regarding the TRANSACTIONS should addressed William Benedict, M.D., 


Bxecutive Treasurer, the American Academy Ophthalmology and Otolaryngology, 
100 First Avenue Building, Rochester, Minnesota 


DIVERSION CLUB 


The Diversion Club the Academy 
will meet French Lick, Ind., Octo- 
ber 14, and 16, immediately after 
the Academy meeting Chicago. 

special rate for the occasion has 


time. 

There room for 
members the Diversion Club. Ten 
dollars pays the dues for life. 

Hotel rates and program will pub- 


been granted the management the next issue the TRAN- 
French Lick Springs Hotel, and 

who attended the gatherings 1947 and Make your plans for three day va- 
1948 can assured another with golf. 


APPLICATION FOR MEMBERSHIP DIVERSION CLUB 


301 Hume Mansur Bldg., Indianapolis Ind. 


Payment of $10.00 entitles any Fellow of the American Academy of Ophthalmology and 
life membership the Diversion Club. 
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FINANCIAL REPORT 
Annual Audit for Calendar Year 1949 


April 27, 1950 
The American Academy 
Ophthalmology and Otolaryngology 
Rochester, Minnesota 


Gentlemen: 

requested, have examined the balance 
sheet the American Academy Ophthal- 
mology and Otolaryngology, unincorporated 
association, Rochester, Minnesota, for the year 
ended December 31, 1949, and the related 
statements operations and net worth for the 
year then ended. Our examination was made 
accordance with generally accepted auditing 
standards, and accordingly included such tests 
the accounting records and such other 
auditing procedures deemed necessary 
the circumstances. submit herewith our 
report which includes the 
ments 


Exhibit 
Sheet, December 31, 1949 
Operations, Year Ended 
December 31, 1949 
Net Worth Account 
Increase Market Value 
Securities 


Schedule 
owned, December 31, 1949 


Current Assets 

Cash deposit the various banks was 
verified communicating with the deposi- 
tories, and the petty cash fund was verified 
actual count. 

Membership dues receivable, amounting 
$620.00, consist delinquent dues for 1949 
and prior years which were verified from the 
records only. Other receivables represent 
$6.50 check held for collection. Inventory 
manuals and monographs the amount 
$6,568.34 consists medical publications still 
hand December 31, 1949, per inventory 
records which were accepted without further 
verification except tests prices, ex- 
tensions and footings. 


Investments 

Investments bonds and stocks, which are 
described Schedule No. had market 
value $241,447.95 December 31, 1949, 
compared December 31, 
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1948. You will observe that Savings 
Series bonds are stated maturity value 
rather than current redemption prices. 

Securities the Research Fund, which are 
held for safekeeping the Trust Department 
the First National Bank, Minneapolis, 
Minnesota, were verified communicating 
with the custodian the securities. 
Savings Bonds the Wherry Memorial Fund 
are held Dr. Benedict, Executive 
Secretary-Treasurer, and were inspected 
us. Interest earned bonds since the dates 
which last payments became due has not 
been accrued. analysis the increase 
the market value during the year shown 
Exhibit “D.” 


Fixed Assets 

Furniture, fixtures and equipment amounting 
$6,608.35 represent equipment acquired 
the Academy over period years. Equip- 
ment purchased since September 1942, 
amounting $5,188.07, was for the most part 
verified through inspection supporting 
and the latter amount, $313.16 
was purchased during the current year. Equip- 
ment acquired years prior September 
1942, which had been charged operating 
expenses purchased, was inventoried and ap- 
praised market value $1,420.28 
January 1944, and set the books for 
that amount. Depreciation has been deducted 
and charged operations rate that ap- 
pears adequate. 


Deferred Charges 

Unexpired insurance premiums computed 
deposit $150.09, determined from the rec- 
ords, represents the balance cash advanced 
the Post Office Omaha, Nebraska, 
applied postage subsequent mail- 
ings the TRANSACTIONS the publisher 
Omaha. 

The Embryology Motion Picture Project 
the amount $14,600.00 represents $3,000.00 
paid for script writers and $11,600.00 advanced 
contract dated November 1949, with 
Sturgis Grant Productions, Inc., for the pro- 
duction motion picture film entitled “The 
Development the Human Eye,” the total 
contract price for the film being $34,800.00. 
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Current Liabilities 

Accrued expenses totaling $4,425.49 repre- 
unpaid December printing costs the 
TRANSACTIONS and other expenses. Federal 
withholding taxes for the quarter ending De- 
cember 31, 1949, amounted $1,026.60. Mem- 
bership dues paid advance totaling $215.00 
represent the unearned portion dues paid 
for several years advance association 
members. 


Net Worth 

analysis the net worth the Acad- 
emy shown Exhibit “C,” which reflects 
increase from $246,499.38 December 31, 
1948, $278,916.22 December 31, 1949. 

OPERATIONS 

statement operations for the year 
ended December 31, 1949, presented Ex- 
hibit “B.” summary this statement and 
comparison with the results for the year 
1948 follows: 

Increase 


Year 1949 Year 1948 Decrease 


Reve- 
nues 
Operating 


$150,545.04 $131,244.23 $19,300.81 


9,898.98 


Net 


The gain net income over the year 1948 
due principally increased convention re- 
ceipts, revenues from the TRANSACTIONS and 
income from securities, offset some extent 
increased convention costs and general ad- 
ministrative expenses. 


GENERAL 
Upon examination the insurance policies 
force, found Owners’ and Tenants’ Pub- 
lic Liability insurance the amount 
$25,000.00 for each accident, with total limit 
$25,000.00. recommend that this cover- 


age changed “Comprehensive General 


Liability” policy cover any possible claims 
arising from your convention activities. Work- 
Compensation insurance, which being 
carried the statutory amounts, should include 
coverage for employees hired Chicago, 
nois, the time your annual convention. 

The 
Chairman the Finance Committee are bond- 
for $25,000.00 each, while the principal 
office employees are bonded for only $1,000.00 
each, which our opinion too low. 

Furniture, fixtures and equipment are in- 
sured for $6.900.00, fire and extended coverage, 
with per cent co-insurance clause. in- 
formation available whether not 
the publisher Omaha, Nebraska, carrying 
insurance publications valued excess 
$6,500.00 which are held there for future mail- 
ings. Office cash and securities are covered 
$2,400.00 within the premises and $2,100.00 
outside the premises against safe burglary and 
messenger robbery. This policy does not cover 
annual convention activities Chicago, 
order that protection may had during 
convention, policy endorsements should se- 
cured that time. 

the very courteous assist- 
Secretary-Treasurer the Acad- 
emy, and his staff during the progress this 
examination. 


and 


CERTIFICATE 

our opinion, subject the comments 
the preceding paragraphs, the accompanying 
balance sheet and related statements opera- 
tions and net worth present fairly the financial 
position the American Academy Ophthal- 
mology and Otolaryngology December 31, 
1949, and the results its operations for the 
year, conformity with generally accepted 
accounting principles applied basis con- 
sistent with that the preceding year. 


Respectfully submitted, 
BYERS, WOBSCHALL MILLER 


Certified Public Accountants 
Edw. Wobschall, C.P.A. 
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EXHIBIT “A” 


ACADEMY 
OpuHTHALMOLOGY AND OTOLARY NGOLOGY 


Balance Sheet as at December 31, 1949 


EXHIBIT “B” 
AMERICAN ACADEMY 


AND OTOLARYNGOLOGY 


Statement Operations 
Year Ended December 31, 1949 


ASSETS 

Current Assets: 

Cash, First National 

Bank, Rochester, 

$3,684.76 

Cash, First National 

Bank, Minneapolis, 

8,416.83 

Cash, Bank Mon- 

treal, Toronto, Can. 

Petty cash fund 

Membership re- 

ceivable (delinquent) 

Checks for collection. 

Inventory: Manuals 

and monographs ..... 


5,124.24 


620.00 
6.50 


6,568.34 


Total Current Assets 
Investments: (Schedule No. 
Bonds and Stocks 
Fixed Assets: 
Furniture, fixtures and 
equipment 
Less reserve for 
depreciation 


Deferred Charges: 
Prepaid insurance .... 
Prepaid postage 
deposit 
Embryology Motion 
Picture Project 

Total Assets 


14,600.00 


AND Net WortH 


Current 
Accrued expenses 
Accrued withholding 
tax 
Deferred income, 
membership dues 


1,026.60 


Total Current Liabilities 
Net Worth (Exhibit 


Total Liabilities and 
Net Worth (*) 


(*) Subject to report comments. 


Membership dues 
Membership appli- 
cations 
Abstracts and 
manuals 


TRANSACTIONS 
Home study 
courses 
Convention 
Testing 
bration tonome- 


Income from securities 
Interest, 
Research Fund 
Dividends, 
Research Fund .... 


$24,445.67 


241,447.95 
8,612.64 
Interest, Wherry 
Memorial Fund 115.00 
3,668.61 


Sundry income 


Total Revenues 


Operating Expenses: 
General adminis- 
trative 
TRANSACTIONS 
Home Study 
Courses 
Convention ex- 
pense 
Research ex- 
penses 


15,021.08 


39,189.02 
$284,583.31 


36,848.48 
7,913.84 
38,634.61 


1,078.13 


Expenses 


Total Operating 


Income 


278,916.22 


$284,583.31 


26,242.00 
5,256.00 
5,844.15 

963.00 
28,869.55 
4,970.00 


68,533.20 


1,135.00 


8,727.64 


4.50 


150,545.04 


123,664.08 


26,880.96 
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EXHIBIT EXHIBIT “D” 
AMERICAN ACADEMY Analysis Increase Market 
OPHTHALMOLOGY AND Value Securities 
Analysis Net Worth Account Market Increase 
for Year December 31, 1949 Cost Value Decrease 
12/31/48 $253,892.78 $248,414.63 $5,478.15 
e or 3 , L948 $2 6, 99 38 
Net income, year 
Increase market 
value of securities 
during 1949 
(Exhibit .... 3,087.62 
Inventory value 
manuals and mono- 
charged 
expense prior 
Net Worth, Dec. 31, 1949 $278,916.22 
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No. 


American Academy Ophthalmology and Otolaryngology 


Securities Owned, December 31, 1949 


RESEARCH FUND RATE PAR MARKET 
Citizens Building Co. Cleveland 
Van Swerigen Co. Certificates 
Indebtedness, Series 1925 12/31/48 6,000.00 3,477.03 
Dominion Canada Victory 
10/ 1/63 2,500.00 2,500.00 (3) 2,231.25 
U.S.A. Treasury 1967-72 214 25,431.25 25,968.75 
U.S.A. Savings, Series 7,500.00 9,800.00 
Total Bonds $210,898.28 $206,817.00 
KIND PARVALUE SHARES 
Citizens Building Co. Cleveland .... Shares Par 
Commonwealth Edison Co. Common $25.00 100 2,619.00 3,050.00 
duPont Nemours Co. ...... Common 20.00 2,347.31 3,697.50 
Louisville Gas Electric Co. ........ 25.00 200 5,450.00 6,000.00 
Massachusetts Investors Trust ........ Trust Cert. 617 17,923.89 17,183.45 
Ophthalmic Publishing Co. ........... Capital 20.00 None 100.00 
Total Research Fund ............ $239.238.48 $236,847.95 
WHERRY MEMORIAL FUND 
RATE MATURITY PAR VALUE 


(*) Except for U.S.A. Savings Series bonds, which are included maturity values 


(1) market available 
(2) Partial liquidation received 1949 


(3) dollars 
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INDUSTRIAL OPHTHALMOLOGY 


INTRODUCTORY STATEMENT 


There has always been unbridge- 
between the medical research peo- 
who know about eves and their functioning 
through exhaustive physiologic, psychologic, 
anatomic and clinical research and the illumin- 
ating engineers who know about light itself 
and who have assumed rather violently that, 
because they are experts the physics 
light and its effect physical lens system, 
they should therefore regarded experts 
the total subject—medicine included. For 
some time the Joint Committee has been 
asking the illuminating authorities for simple 
statement the results research light 
with special reference high level 
for work purposes, but have been unable 
obtain this, the matter always ending with 
request for chance “reply” previous 
made ophthalmologists about 
The Joint Committee does not feel 
that this section Industrial Ophthalmology 
meant medium for controversy but 
feels rather that should place which 
throughout the country can 
come read the experiences authorities 
who state their own case stands, leaving 


the ophthalmologist draw his own conclu- 


a 


ston, 


The paper that Faber Birren has prepared 
which ophthalmologists are certainly 
States one great practical success. 
advice and consultation 
satisfactory results many that 
ophthalmologists have had occasion 
The your Secretary, who has 
worked specific jobs with Faber 
Firren, that clear-cut, sound and 
thoroughly scientific advice has been the 
greatest usefulness. The work published here 
was once offered the Illwninating 
Soctety, which returned the author 
apology for his critical views 
has been the experi 


is 


lis 


ane, 


requesting 


ence many anyone 
who doubts the need for high 


light will find himself severely criticized 
are, therefore, publishing Faber 
very and practical views. 

trivilege the Re- 


nterest 


wisiting 


search Institute, and saw there some most in- 
teresting work. Dr. 
who authority bacteriology and my- 
cology, had with Dr. George Brunner 
San Antonio become very much interested 
eve problem, prevalent the Southwest, which 
could properly considered occupational 
and others working out the open areas where 
the mesquite thorn prevalent. This thorn 
when injures the eye causes tremendous 
amount damage very different from reac- 
research date, this seems chemical 
injury rather than merely trauma. 

The subject “glass cataract 
(:nfra-red radiation injury the lens) one 
about which very little, anything, has been 
written this country. This has mainly been 
due the fact that industry 
publish instances infra-red damage the 
lens. Those who work industrial 
areas where high temperatures are used know, 
course, that there are cases infra-red 
cataract this country. This project for 
studying damage the lens from heat rays 
one assigned the Joint Committee In- 
dustrial Ophthalmology Dr. Charles Kut- 
scher, assisted Mellon Institute. rap- 
accumulating case material—has, fact, 
evidence the existence lens 
lie gathering exact spectroscopic measure- 
ments and exact statistical figures. 

urther reports changes the lens tissue 
not have more extensive description the 
lamp pictures the seven lenses that 
discusses and that his paper does not incor- 
almost the first report this country the 
section. has been the experience 
however, that addition 
the posterior capsule changes there often also 
definite changes with the 
peculiar curling back the anterior 
the capsule, all which quite 
clearly seen under the slit lamp and almost 
the effect heat rays. The Work- 
Compensation laws cover infra-red 
damages the eye, matter what 
source, and not confine themselves only 
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“glass blower’s cataract. Any damage done 
Compensation Boards and Indus- 
trial Commissions. sure that 
ment that radiation damage has only been 
thought about because the studies made 
Robinson also the remark 
infra-red damage “tf should 
people younger than years who 
have been exposed sources intense infra- 
red irritation and have postertor capsule cata- 
racts. Unfortunate also the final 
statement that unnecessary provide safe- 
factors for “nonexistent” disease. list 
those occupations which infra-red eye-pro- 
tective equipment should used being com- 
piled and should part every safe- 
man’s thinking. Mr. Dunn has provided 
with the start further research and further 
writing and comment, and are grateful 
for his work. feel leaves 
dangerous sense false security feeling 
examination seven individuals significant 
all exposures heat intensity. 

The National Soctety for the Prevention 
has, has been previously reported, 
sponsored the Owl Club America 
They have done great deal work and the 
results over the last months have been tre- 
mendous. thought the membership would 
like know about this and have asked Dr. 
Foote give statement the report 
the work of the Wise Owl Club to date. 


Hepwic M.D. 
Secretary, Joint Committee 
Industrial Ophthalmology 


LIGHT CONTROL VS. 
LIGHT INTENSITY 


FABER BIRREN 
NEW 


far back 1760, Bouguer 
France wrote, sensibility the 
eye independent the intensity the 
this phenomenon 
(known color constancy) has since 
been studied great detail specialists 
vision and evident enough human 
largely disregarded the field illumi- 
nation, 


For many years writers and research- 
ers illumination, pursuing mechan- 
istic approach, have been inclined look 
upon the eye photosensitive device 
else. Despite overwhelming 
evidence that, within reasonable limits, 
light levels are great concern 
the human study upon study has 
been conducted attempt prove 
otherwise. Champions low light levels 
have been loggerheads 
ponents high levels. Both have em- 
tests and research prove their 
contentions, and both have been right 
they have been wrong. 

Seeing organic process, not 
mechanistic alone. Until the complete 
functioning human vision 
understood, more less futile 
argue about light levels. Plenty 
search has been done (and done over 
and over again). The results are never 
conclusive simply because few investiga- 
tions have fairly regarded the 
logic and physiologic makeup vision. 

Proposition Within very broad 
limits, the human indifferent 
light intensity; research this factor 
alone can therefore hold but little value. 

the writer that lighting engineers have 
never paused consider why high light 
levels and low light levels can both 
intelligently defended and why two op- 
posing schools thought can exist 
one and the same time. The mere fact 
that controversy still goes should in- 
spire the belief that something being 
overlooked somewhere. Thus one au- 
thority (Troland) can say that foot- 
candles plenty for average seeing 
tasks. Another 
can counter with this: “Reading easier 
under 100 foot-candles than under 
dence the contrary.” 

most such debate the eye does 
prodigious job seeing well under 
practically any illumination, thus sup- 


er 
§ 
4 


INDUSTRIAL OPHTHALMOLOGY 591 


porting almost any contention. con- 
stantly defies the investigator prove 
that suffers any more fatigue under 
dim light than does under brilliant 
light. All too clearly, the eve responds 
efficiently wide range light in- 
tensities and can adjust itself effec- 
tively Certainly research has 
physiologic reaction be- 
candles, between 100 and 1000. 


Let refer the work Simon- 
son and Brozek reported April 1948 
(Journal the Optical Society 
general, illumination en- 
gineers tend exaggerate the effect 
variations the illumination 
Having found little 
ficance work performed under widely 
different lighting intensities, Simonson 
and Brozek found reason state: “The 
only possible interpretation that fa- 
tigue trends resulting from visual work 
must produced components which 
are common all illumination levels. 
The illumination level means 
the all-important variable the devel- 
opment visual fatigue.” Yet Simon- 
son and Brozek reaching this conclu- 
sion had performed very elaborate se- 
ries tests: acuity, threshold size, ab- 
duction and adduction power, accommo- 
dation, convergence, brightness discrim- 
ination, plus nine ophthalmograph mea- 


None the less, illumination levels con- 
tinue occupy the attention and labori- 
ous research efforts many lighting en- 
gineers. Tests have been organized 
the score, some them 
udiced tavor high levels and others 
favor low levels. Statistics, 
course, can made prove almost any- 
thing—and this indeed has been done. 


However, great majority investiga- 
tions have ignored the phenomena 
color constancy and have evaded studies 


which would far more pertinent and 
acceptable. 

Proposition The human eve and 
the human organism not react light 
nation and brightness energy may dif- 
fer from and brightness 
sensation. 

Many lighting engineers naively as- 
sume that illumination 
seeing direct relation intensi- 
difficult for them appreciate 
tween the world energy and the world 
sensation. 

Because this involves color 
and because there such dearth un- 
ciated with color constancy, let un- 
dertake give simple description it. 

Nature unmistakably 
her creatures were get along this 
world under widely different conditions 
illumination. least, she assigned 
vision the remarkable ability 
everything normal, whether the light 
was bright dim. This facility en- 
countered among all invertebrates and 
vertebrates. the lowly 
tions light are evident chiefly when 
different brightnesses and intensities are 
suddenly introduced. light changes 
are gradual, great reactions may 
cur. other words, the ameba gets 
along well from dark dawn, being dis- 
turbed only when 
change one particular moment. 

fishes capable color change (the 
sole, reaction almost entire- 
vironment, not the general intensity 
light. The fish not fooled. 
There is, course, good reason for 
change its coloration from light 
dark dark light merely because 
the day may sunny cloudy. How- 
ever, protective adaptation surround- 
ings vital. this environment 
light, the fish will light. And such re- 
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actions (regulated through the eye) will 
take place regardless the general in- 
tensity the light shining from above 
(fig. 1). 

Man’s response his environment 
very much the same order. his own 
life from dawn dusk sees the ob- 


FIG. 1~--In many forms of animal life, color 
ample, adapts its coloration to changes in its 


more than it is to light. (Photo, courtesy of | 


jects and colors the world quite 
normal. The white shirt wears stays 
white his perception and does not 
shade into gray daylight grows dim. 
His inability judge light intensity 
(known all illuminating engineers) 
offset rare ability judge reflec- 
tances with surprising accuracy. 
may not know too well how much light 
striking object, but can tell 
what the color the object and de- 
scribe its approximate (light- 
ness darkness) with remarkable cer- 
tainty. 

color constancy one 
alizes that appearances and the facts 


light energy may differ. discussing 
visibility, common for lighting en- 
gineers suggest increase the 
intensity light over dark objects 
order aid seeing. How many them 
have observed, however, that this added 
light causes appreciable change 


- 
as 


“4 % 


plays vital role. The flounder, for 
environment, not shifts light inten- 
sity. The response of the organism (through its vision) is to background color far 
 S. Film and Wildlife Service.) 


the appearance the object? Visual 
reactions means follow the same 
order light meter readings. other 
words, the human organism like the 
ameba the flounder motivated 
chietly the colors things, 
not the amount light they may 
happen retlect into the any par- 
ticular time. 

Many the studies and contentions 
company with psychologic fact. Al- 
though the pupil opening the eye may 
regulated the amount light en- 
tering it, the neural processes vision 
may undergo contrary reactions. gray 


INDUSTRIAL OPHTHALMOLOGY 593 


surface made have brightness 
foot-lamberts will not necessarily ap- 
pear the same white surface which 
also has brightness foot-lam- 
berts! (Gray will gray and white will 
white.) engineering can- 
not deal terms light energy 
must also respect the psychologic 
aspects seeing. 

Proposition Under many circum- 
stances far more difficult “en- 
gineer” the color and brightness 
environment than the light level. 

How much light? This never the 
sole consideration. The success good 
illuminating engineering depends 
great deal less quantity light than 
the way which such light dis- 
tributed and controlled. Most research 
examined the writer indicates that 
ocular discomfort less affected 
light level than such factors glare 
and extreme contrast. Visual efficiency 
drops the surroundings the task are 
too dim too bright. This reaction 
unmistakable. But investigation, 
the writer’s analysis, has ever proved 
that, with the environment well con- 
trolled, 25, 50, 100 foot-candles make 
much difference. 

Many arguments light level may 
clarified the following statement. 
Ferree-Rand principle illumination: 
the light well distributed the 
field vision and there are extremes 
surface brightness, the far 
the problem lighting concerned 
practically independent 
This surely simple enough, although 
poses number technical problems 
which often make the color 
ness problem more difficult than the il- 
lumination problem. 

While the Ferree-Rand principle of- 
fers consolation those exponents 
high intensities, uniform brightnesses 
and low brightness ratios, means 
gives unqualified approval. One common 


opinion that the condition uni- 
form brightness met, all will well. 
This may not true. 

Lythgoe, for example, has shown 
that where surrounding brightness ex- 
ceeds task brightness, visual acuity will 
promptly collapse. Hence, where the 
lightness human complexion 
garded and where such 
wood and metal enter into the reckoning 
(all which have medium low re- 
and constitute common seeing 
tasks for which illumination intended 
surrounding areas cannot raised arbi- 
trarily high limits without encounter- 
ing trouble. 

must understood, course, that 
reflectance and foot-lambert brightness 
are two widely different things. Foot- 
lambert brightnesses will differ dif- 
ferent amounts light are reflected 
into the eye. But “genuine” appearance, 
attributed the inherent reflec- 
tance surface, will not change ap- 
preciably (as sensation) under high 
low intensities light. 

With respect color ex- 
tremely light dark colors may 
objectionable extremely high low 
brightnesses. fact, foot- 
lambert readings alone not offer the 
means setting ideal seeing con- 
color and reflectance are also sig- 
nificant. person working dark ma- 
terials may troubled adjacent 
white wall even though may reflect 
less light than the task. Color constancy 
may readily upset judgments bright- 
ness and balanced brightness ratios. 
effect, engineering cannot 
run contrary the psychology 
and consider its job properly done. 

may that figure will offer new 
(and debatable) viewpoint brightness 
engineering. Many 
tered the illumination room have 
with the reflectances surfaces 
and materials within the field view. 
Factors contrast are times more 
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troublesome than light level. Where 
there may dark floors and equipment 
set against bright walls, high levels 
light intensity may serve aggravate 
uncomfortable seeing condition, Here 
fairly low levels light may neces- 
sary. High levels become practical and 
desirable mainly where surrounding re- 
can raised. 
PRACTICAL 


FOOTCAMOLE 
RANGES 


10 ORMLESS 
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which reflectance differences are great- 
than 80. 

Twenty foot-candles set limit 
tween and 80. 

Thirty foot-candles limit for re- 
flectance differences between and 

Forty foot-candles limit for re- 
flectance differences between and 40. 


= 


40 


40 60 |80 \ DIFFERENCES 


SDEAL REFLECTANTES 
BETWEEN 40-60%. 


FIG, 2—Birren’s Principle. Strong contrasts in a working environment require rela- 
tively low levels of light to avoid ocular fatigue. High levels are tolerable where con- 
trasts are reduced. However, average tasks, reflectances per cent should not 


exceeded, ¢ xcept on ceilings. 


However, noted figure the 
upper limit surface reflectance would 
about per cent. The low limit 
would per cent reflectance. Within 
this range, high intensities almost 
any level—may engineered. the 
writer’s opinion this the only safe re- 
gion which plan interior. 


For ideal situation, figure auto- 
matically rules out dark colors 
per cent reflectance) and bright col- 
ors (above per cent reflectance). 
Ceilings, however, may disregarded 
out normal range view. Again, 
figure establishes foot-candles 
upper limit intensity for rooms 


Foot-candles higher than become 
satisfactory where 
ences lie between unity and 20. Here the 
sky literally the limit. However, 
area within the field view (except 
ceilings) should have higher reflec- 
tance than per cent—whether not 
uniformity foot-lambert brightness 
met. 

the application figure surface 
reflectance, not foot-lambert brightness, 
the quality considered. The recom- 
mendations the chart presume the 
lighting system that ef- 
fects relatively even and uniform dis- 
tribution illumination. For example, 
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the darkest color the surrounding 
area (i.e., floor) has inherent reflec- 
tion per cent and the brightest color 
the task area (i.e., table) has re- 
flectance per cent, the reflectance- 
difference would 80. this instance, 
only low light level would tolerable. 
Where the dark floor might made 
lighter and the table top reduced 
“value,” light intensities could safely 

The above conclusions are, course, 
personal with the writer. Their accep- 
tance him comes result his 
analysis research ophthalmolo- 
gists and lighting engineers and 
wealth practical experience indus- 
tries, offices and schools. 

his conviction that light levels 
and themselves are 
important good seeing condition; 
that brightness engineering must not ne- 
color constancy and confuse genu- 
ine color (reflectance) with brightness 
engineered meet conditions col- 
contrast within interior; and that 
uniform brightness valid law 
good seeing only where reflectances 
the major field view not exceed 
per cent. 


THE EFFECTS THE 
MESQUITE THORN THE 
HUMAN EYE 


HARMON BRUNNER, M.D. 
PH.D. 
SAN ANTONIO, TEXAS 


that injury from common mesquite 
thorn runs serious course and not in- 
frequently ends blindness. 


communication has reported the salient 
characteristics eves penetrated 


From the Foundation of Applied Research, Depart 
ment of Bacteriology and Mycology. 


the mesquite thorn which were observed 
and treated him, and Dr. Muldoon 
has supplied case histories other 
cases eyes perforated mesquite 
thorns. both these glaucoma was 
severe complication ensuing irido- 

The sequelae this type injury, 
entrance the mesquite thorn into the 
seem much more severe than 
one would expect from purely me- 
chanical injury. comparable type 
injury caused wood splinter, cac- 
tus, common cat’s claw thorn, for 
instance, often recovers without any se- 
rious complications unless pathologic or- 
ganisms have been introduced. Then the 
pathologic process varies with the domi- 
nant infective organism, 

Chemicals such ammonia, when in- 
troduced into the eye, produce irritative 
phenomena that develop more or- 
derly manner; and, almost rule, the 
pathologic condition that ensues corre- 
time appearance and sever- 
the quantity the agent intro- 
duced. the irritation that follows 
skin scratch from mesquite thorn 
scratches. The injury from the mesquite 
thorn would seem fall the chemical 


category. 


Ouestions Consider 

the mesquite thorn not found oth- 
spines 
part the thorn? 
What are the properties the irri- 
tant 
Why corneal involvement 
slight and the intraocular involve- 
ment 


effort determine the cause 
for the sequelae this injury and de- 
duct therefrom more effective therapy 
possible, study was undertaken. 
hoped that much may accomplished 
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calling attention the seriousness 
this type eye injury even method 
counteracting the injury not found. 

Examination the mesquite tree 
thorns has been made Dr. 
who calls attention the fact that the 
species name for the mesquite Pro- 
sopis chiliensis glandulosa and 
such characterized the presence 
secretory glands the leaves, bark, and 

thorn shows the presence these glands 
which open through the cutin 
crete wax containing cerotic acid. 
waxy layer also formed outer 
coating all growing and green bark 
this species, and, compared other 
thorns, the thorn heavily coated with 
this wax. The secretory glands and the 
presence cerotic acid abundance 
are characteristics peculiar the mes- 
quite tree and lacking other spined 
plants available for study this area. 


However, young mesquite thorns and 
mesquite thorns two three years old- 
differ their structure. The older 
mesquite have corklike surface and 
there less waxy covering. But regard- 
less age, the secretory glands are still 
present and continue the secretion 
these waxes. The surfaces old and 
young mesquite thorns show the pres- 
ence many fungous spores and my- 
celium. was felt possible these might 
represent contaminants, and they 
were cultured and identified 
cies Alternaria, very common air- 
borne mold, which, although usually 
considered nonpathogen except 
plants, nevertheless the chief cause 
mold allergy this area. The aqueous 
and vitreous humors would seem pro- 
growth. Cultures from mesquite thorns 
showed profuse growth Alternaria 
and Aspergilli Sabouraud’s and 
dextrose media, well media 
rat’s aqueous humor, 
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Mesquite thorns experimentally pene- 
trating the anterior chamber showed 
cloudy exudate the point the thorn 
formed the anterior chamber. This 
cleared five days. time was cor- 
neal reaction marked. wood splinter 
introduced the eve showed little re- 
action. 

When wax suspension was intro- 
duced into the anterior chamber, small 
reaction was remarked for hours, 
with increased reaction hours. 
five days, eyes appeared badly dis- 
organized. Bulbar chemosis seemed rela- 
tively slight; the reaction resembling 
chemical changes rather than infec- 
tion. The entire cornea stained with 
fluorescein. Examination aqueous 
showed bacteria present. 


Summary 

There irritant the mesquite 
thorn that injurious the human 
eye, and this irritation can attributed 
the waxy covering the thorn. 

There found the wax material 
known cerotic acid, described 
odorless crystal powder, insoluble 
water, the which 
and the molecular weight, 
396.41. one the higher alcohol 
groups and described unsaturated 
acid. 

Spores Alternaria occur great 
abundance mesquite thorns and may 
set pathologic disturbance within 
the eye. There are, then, two possible 
irritant factors: cerotic acid and the 
fungus, Alternaria. Our experiments 
indicate the reaction from the fungus 
develops later than that from cerotic 
acid. 


Treatment 

Removal thorn with least trau- 
and its identification. Dr. Mul- 
doon’s jeweler’s forceps are rec- 
ommended. 
Usual treatment for iritis. 
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delayed inflammation, the ad- 
ministration iodides for possi- 
ble mycotic infection. 

Possibly frequent drainage the 
anterior chamber. 


PRELIMINARY STUDY 
CATARACT” EXPOSURES 


CORNING, N. Y. 


The hand blowing and fabricating 
glass one the oldest man-made oc- 
cupations known. The invention the 
blowpipe blowiron, now called, 
generally assigned the period 300 
B.c. The method producing 
hollow blownware with the use the 
blowiron has remained 
changed since the days its invention 
the Phoenicians.! Because the an- 


tiquity the trade, hand glass working 
has been the subject various myths, 
stories and traditional beliefs. 


One disease, which will now re- 
viewed, attributed its very name 
peculiar glassworkers. That dis- 
ease, included practically every 
Workmen’s Compensation Law occupa- 
tional disease schedule glassworker’s 
glassblower’s cataract. 

Some years ago, when the writer was 
first assigned the task conducting 
industrial hygiene program for one 
our largest glass manufacturers, 
was struck the existence the class- 
ically described exposure hand glass- 
trary general belief, not all hollow 
glassware produced machine meth- 
ods even today. Quite probably will al- 
ways necessary produce some hol- 
low shapes glass hand blowing be- 
A paper presented at the tenth annual convention 


of the American Industrial Hygiene Association, 
April 5, 1949, Detroit, Mich. 


cause limitations size, shape and 
demand certain items. After observ- 
ing the classic exposure, the question 
was asked how many cases cata- 
ract had arisen the company’s expe- 
rience. The medical director 
company eye specialist indicated that 
neither them had ever seen heard 
bear out their statements, con- 
ducted survey the medical and com- 
pensation records that had been kept 
since 1921. date the record remains 
the same. claims failing vision 
ocular disorders glassworkers have 
been filed, nor have had any visits 
the company dispensary for such 
complaints. 

This experience has placed the writer 
the dilemma occasionally experienced 
the industrial hygienist 
classic exposures that should produce 
specific complaint disorder but fails 
find cases support his data. 


With this record one company, 
present approaching its hundredth anni- 
versary glass production, whose med- 
ical and insurance records have been 
kept for nearly years, was decided 
conduct brief inquiry into the origin 
was felt that producing borosilicate 
glass products hand methods this 
company certainly had the most intense 
radiation exposure that could expe- 
rienced the hand-blown glass trade 
and that with this absence classically 
described cataract, might possible 
find something the literature that 
would explain the experience. 

Because the various workmen’s com- 
pensation laws have their origin Brit- 
ish common law and 
writers the classic disease described 
the original investigations having 
been conducted England and Ger- 
many, the writings the disease were 
traced back the minutes the com- 
mittee compensation for industrial 
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the British Home Office pub- 
lished 1908.5 Here were found two 
lines evidence the orig- 
inal testimony presented both Houses 
The one side, claiming 
the existence cataract occupa- 
tional entity, based its arguments large- 
several isolated glass plants. high in- 
cidence cataract was found the 
groups examined. proof that intense 
infra-red radiation was the causative 
agent there was evidence 
article entitled “Bottle Finisher’s Cata- 
Dr. William Robinson, pub- 
lished the British Medical Journal 
1903. The portion the etiology the 
disease should examined its entire- 
make the history the disease 
clear, but the pertinent material in- 
cluded the following paragraph and 
illustration 


The disease undoubtedly due the great 
and heat the furnace which the 
Lottle finisher works, but why does the mis- 
chief always begin the posterior pole the 

The nodal point (which practically cor- 
responds the optical centre) situated 
the exact spot where the cataract begins, and 
here all the principal rays, the various pen- 
cils rays, falling the lens cross and pass 
without refraction, that this point the 
lens receives the brunt all the direct rays, 
harmful their intensity and heat from the 
furnace, and therefore the point first 
suffer injury. (See Figure 

The illustration Dr. Robinson’s 
paper shown facsimile figure 
apparent that the illustration and con- 
cept are error from the standpoint 
elementary optics. The rays 
light that Dr. Robinson describes 
causing the difficulty never cross the 
posterior surface convex lens, but 
know from fundamental physics 
cross point near the physical center. 
the case the eye, there back- 
ward displacement the nodal point, 
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but this point does not coincide with the 
posterior surface the Dr. Rob- 
inson has indicated, however, his fig- 
ure that cataracts occurring this lo- 
cation are not those found glasswork- 
ers but are the character found se- 
nile persons. matter fact, in- 
dicates quite clearly his text that only 
cataracts found the posterior surface 
the lens can classified 
workers’ cataracts. would seem more 
logical that cataracts, they were 
generated exposure the lens 
infra-red rays, would appear near 
the anterior portions the lens where 
absorption the rays would great- 
est, but Dr. Robinson indicates that such 
opacities are senile character. Earlier 
his discourse further limits the dis- 
ease, generally speaking, younger 
workers. 


(the disease) commences often not 
the age years, and not uncom- 
monly before the age even, whereas 
ordinary senile cataract not often seen before 


the age 50. 


direct opposition Dr. Robinson’s 
data are included investigations conduct- 
Simeon Snell, professor oph- 
thalmology the University Shef- 
field. Dr. Snell’s report presented 
without benefit optical conjecture and 
agrees with the testimony several 
glassworkers that period, well 
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with the personnel records several 
the glass manufacturers 
the hearings that the disease was not 
prevalent their factories. 

Dr. Snell found that the “gatherer” 
was the worker who suffered the most 
intense exposure, whereas Dr. Robin- 
son insisted that the finisher the bot- 
tles was the man who was most exposed. 
Dr. Snell’s conclusions are summarized 
quite concisely 


far this country concerned, the conclu- 
sion which practice large bottle- 
making district had previously inclined 
that though, other trades, there are men 
engaged the bottle trade who undoubtedly 
suffer from cataract, and who come under 
treatment for it, there not 
show that they are liable the 
such extent has been as- 


affection 
serted. 


can only conelude that Dr. Snell 


studied glassworking operations approx- 


Robinson 
and 


imating our own, while 
conditions 
optical principles with which are to- 
tally unfamiliar. cannot 
the fact, however, that was upon Dr. 
presentation that the com- 
mittee recommended Parliament that 
the disease scheduled occupational 
origin and that this recommendation 
has subsequently been copied into most 
our state workmen’s compensation 


OV erloc 


has been suggested since the initial 
“glassworker’s that 
radiation from the molten 
and furnaces contributes the 
exposure the does not 
that the temperatures 
found even the 
tank-furnace 
violet radiation (figs. and 3).8 

tigure can seen that even 
near-ultraviolet radiation not generat- 
below 2000 degrees The operating 
temperature 


studies 
ultraviolet 
glass 
possible 


seem 


glass 


glass 
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tank-furnace well below this figure. 
The curves shown are for black-body 
radiators and felt that the data are 
quite applicable, has 
been used several instances 
standard black-body radiation 
Figure presents the point slightly 
different manner and demonstrates that 
objects temperature below 2000 de- 
grees not radiate wavelengths 
much shorter than 4000 angstrom units, 
which wavelength the near-ultraviolet 
generally conceded end. 


glass 


There is, course, argument that 
temperatures radiate high levels 
the visible and infra-red regions the 
spectrum. Operations involving the 


glassworking 
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expansion glasses are subject much 
higher radiation intensities than those 
for lead and lime glasses, which were 
probably the glasses being worked dur- 
ing the British Parliamentary investi- 
gation (fig. 


FIG. 4—The traditional glass “‘pot-furnace.” 


Figure illustrates the traditional 
glass “pot-furnace,” large cylindrical 
furnace which several pets (or cru- 
cibles) are placed peripherally en- 
able the manufacturer melt several 
varieties glass single unit. With 
the advent machine production 
glassware and more efficient melting 
technics, this type furnace dis- 
appearing from glass factories. The av- 


FIG. 5A schematic drawing illustrating the versa- 
tility of the modern high-temperature tank-furnace 
used in the melting of borosilicate glass. 


erage radiation from the opening the 
“pots” this furnace gm. cal. per 
square centimeter per minute, the mea- 
surement being taken the eve-posi- 
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tion working the fur- 
nace. 

The modern high-temperature tank- 
furnace, used the melting borosili- 
cate glasses, more versatile (fig. 5). 
The hand-worker important 
figure producing shapes from these 
glasses. The 
“finisher,” “blower,” “mold 
sent the various phases hand produc- 
tion—all work unit that simul- 
taneously feeding glass various auto- 
matic machines producing volume-de- 
mand items. Radiation exposures the 
eyes average nearly double that found 
“pot” furnace operations and are easily 
the highest temperature operating units 
found present day 
glass technology. 


FIG. 6—The collects mass 
shaping. 


The duty the col- 
lect mass glass the blowiron 
for shaping, which may lik- 
ened winding thick molasses onto 
spoon (fig. 6). Judgment 
enable the remove quan- 
tities glass from the 
(the opening the tank-furnace) rang- 
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ing from few ounces weight 
much 100 pounds blowiron, 
required the final shape. Our data 
agree with Dr. Snell’s observation that 
this man receives one the most intense 
eve exposures any hand glassworker. 
borosilicate workers, the intensity 
eve level the gatherer averages 2.0 
gm. cal. per square centimeter per min- 
ute, while the soft-glass worker ex- 
posed 1.0 gm. cal./em?/min. 

again introduced into the molten glass, 
eventually provide large 
enough blown into large object 
such acid carboy section for 
commercial fractionation column 
(fig. 7). His exposure 
glasses averages 0.4 gm. cal. per square 
centimeter per minute, while the soft- 
glass worker’s 0.1. 


FIG. 7—-The “ball-maker” forms a into 
such a shape that it can again be put into the molten 


elass 


task similar the operation con- 
sidered most hazardous the British 
able the operator put finishing touches 
the object after has lost its initial 
heat, after being blown from the gather 
(fig. 8). The operator’s exposure 2.4 
gm. per square centimeter per min- 
ute borosilicate glass and 1.2 gm. cal. 


FIG, 8—This man is “warming-in” a 
glass object in a “glory-hole” or re- 
heating kiln to enable him to put finish- 
ing touches to the object after it has lost 
its initial heat. 


per square centimeter per minute soft 
glass. While the British investigators 
did not measure radiation exposures 
during their studies, the intensities 
the workers’ exposures that time were 
probably near the latter figure. 

The 
ultimate skill glassworkers 
(fig. 9). His task form the hot glass 


glassblower has the 


FIG. 9—The “gaffer” or glassblower has the ultimate 
in skill among hand glassworkers. His task is to form 
the hot glass blank into its final shape by blowing it 
into a» hollow mold, by forming with hand tools, or 
by drawing it into tubing. 


blank into its final shape blowing 
into hollow mold, with 
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FIG. 10—The “gaffer” drawing the hot glass blank 
into tubing. 


hand tools, drawing into tubing 
(fig. 10). His exposure averages 0.2 
gm. borosilicate 
workers and among soft glass blow- 
ers. will noted that this the light- 
yet encountered the 
present measurcments and agree- 
ment with the British observations. 


FIG. 11—The mold holder opens and closes 
the hollow mold into which the gaffer blows 
the hot blank. His exposures are intense but 
very short. 


The mold holder and closes the 
hollow mold into which the gaffer blows 
the hot blank (fig. 11). His exposures 
are intense but very short. The mea- 
surement radiation intensity the 
borosilicate worker reached 
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taneous high level 2.3 gm. 
min. while the mold was being closed for 
blowing large carboy, but there was 
such large shape being blown soft- 
glass operations, the data will 
comparable. The largest being 
handled the mold soft 
ated only 0.1 gm. 


One operation not mentioned exten- 
sively the British studies that 
the Here operation 
wherein comparatively large mass 
molten glass introduced into open 
mold (fig. 12), the press shop gaffer 


operation not mentioned the British 
studies is that of the “pressman."’ A comparatively 
large mass of molten glass is introduced into an open 
mold, the press shop gaffer shears off the desired 
quantity, and the plunger of the press descends into 
the mass to produce the final shape. 


shears off the desired quantity and final- 
the plunger the press descends into 
the mass produce the final shape. The 
exposure the press shop gaffer 
nearly equivalent that the gatherer 
borosilicate operations, reaching the 
level 2.0 gm. and soft 
the press shop gaffer’s exposure. 
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FIG. 13 


posure. 


closeup the press shop gaffer’s ex- 


should mentioned that ex- 
ceedingly difficult obtain laboratory 
these operations because the rapidity 
with which the men felt, 
however, that the figures given repre- 
sent fair enough averages demon- 
strate the more intense exposure that 
borosilicate glassworkers 
compared soft glassworkers. These 
readings were all taken with radiation 
thermopile calibrated against 
Bureau Standards radiation reference 
source our Physical Research Labo- 


work. 


receive as 


review our experience the light 
the radiation intensities given, 
have been producing borosilicate, low- 
the methods portrayed for over years. 
the close 1948 there were 
highly exposed hand workers operating 
gatherers, ball-makers, finishers, and 
both blownware and pressedware gaf- 
fers. This represents smaller number 
men, course, than were exposed 
before mechanization many the 
processes. With our completely negative 
experience with ocular 
these men, still decided assure 
ourselves that were correct our 
belief the nonexistence cataract 
this group. 


was decided select per cent 
the actively exposed group, seven 
men, and subject them exhaustive 
ophthalmic examination our consult- 
ing eye specialist. These men, all work- 
ing borosilicate glass, were not hand 
picked. Seven the oldest men terms 
exposure years were selected the 
foreman, the only specification being 
that they must have had long eye ex- 
posure molten glass gatherers. The 
result was, expected, completely nega- 
tive, but for the sake record will 
review their exposure history and some 
the details reported the examin- 
ing physician. (See Table 


TABLE / 


CASE! AGE ExP V/S/ON 
UNCORR | CORR TO 


FT| 50 x “wa 
/4 2: 
AR 56 42 
7 x 


These completely 
with the request but with small 
amount ridicule. None them had 
ever heard the disease question, 
nor has the writer yet found glass- 
worker our company who has heard 
such disorder, The workers spon- 
taneously class the same category 
the myth that glassblowers die young 
from tuberculosis, and other erroneous 
beliefs concerning their trade. 

Since the glassworker’s 
cataract the various workmen’s com- 
pensation laws, there have 
sented several articles promoting the 
idea that cataract caused infra-red 
exposure has occurred other high tem- 
perature industries, such steel mills 
data radiation intensities de- 
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tailed descriptions operations such 
factories but feel confident that the 
studies were outgrowths Dr. Robin- 
demonstrations. would inter- 
esting review the experience such 
industries. 


SUMMARY 

The experience one company, 
whose workers have been subjected 
tion exposure for many years, has been 
presented, with negative results 
gards ocular disturbances. 

review the literature dis- 
closed certain errors optics 
original investigation high incidence 
cataract group British glass- 
workers. 


Disregarding errors made the 
original studies, the 
worker’s cataract exists, should 
limited detined the British studies 
individuals younger than 
who have been exposed high infra- 
red radiation sources and have devel- 
oped posterior cortical cataract. 
other lenticular opacities seem fit the 
classically described disease. 

The high incidence cataract 
the early studies British workers can- 
that possibly the fundamental causative 
agent was not discovered that time. 
Possibly new research should 
ducted groups individuals suffering 
from cataract all forms terms 
general physiology, racial origin, di- 
deficiencies, occupation, ete. Dr. 
Snell, the original studies, presented 
interesting data the high incidence 
cataract one racial group and of- 
fered this fact possibility for study. 

experience reported, might advan- 
tageous other trades and exposures 
review the earlier works various oc- 


cupational diseases, with view re- 
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evaluating some our conceptions. 
While factors safety are most cer- 
tainly desirable, does not seem that 
the industrial hygiene profession can 
commended, even when guided the 
highest humanitarian urge, for imposing 
undue financial loads upon industry 
provide corrective measures for non- 
existent disease diseases extremely 
low incidence. 

The author wishes express his ap- 
preciation the members the Physi- 
cal Research and Medical Staffs the 
Corning Glass Works for assistance 
preparing this paper, particularly Dr. 
Parker Hoffman for examining the 
sample group workers, Mr. Charles 
Parker for assistance calibrating ra- 
diation measuring instruments, Mr. 
John Weed, production manager the 
borosilicate glass operations, and Mr. 
Overmyer, hand glassworking ex- 
pert, for advice and assistance de- 
scribing operations. 
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Forsythe, E., Measurement Radiant 
Energy, New York, McGraw-Hill Book 
Company, Inc., 1937. 

Strong, al, Procedures 
Physics, New York, Prentice-Hall, Inc., 


1935. 


Cridland, Bernard: The Occurrence 
Glass-Worker’s Cataract 
(Iron Smelters), Brit. Ophth., vol. 
(May) 1921. 

Healy, James J.: The Prevalence Len- 
ticular Opacities the Tinplate 
Millmen, Brit. Ophth., vol. (May) 
1921. 

Industrial Cataract, Monthly Labor Re- 
view, Dept. Labor, Bureau 
Labor Statistics, 13:171, (Sept.) 1921. 


Helmholtz treatise Physiological Op- 


tics, Optical Society America, vol. 
1924. 


GROWTH THE WISE 
OWL CLUBS 


M.D. 
NEW YORK, 


Tue Wise Owl Club America, or- 
ganized incentive for eye safety 
industry, has developed rapidly un- 
der the sponsorship the National So- 
ciety for the Prevention Blindness. 
The club gives special recognition 
men and women who have escaped loss 
vision work accidents wearing 
proper eye protection. the past year 
and half 179 plant chapters states 
have been established the coun- 
leading industries, 221,- 


Secretary, National Society for the Prevention 


Blindness. 


379 persons. Membership the club 
now stands 944, and increasing 
the rate about month. Four 
the 944 members are women. 

ployee must present damaged goggles 
other positive evidence that would 
have suffered accidental loss vision 
had not worn eye protection. Wise 
committee the plant reviews the 
case and passes the eligibility the 
candidate. When approved, report 
sent the National Society which 
turn examines the records and 
makes final certification. The Society 
then forwards the plant committee 
the membership pin—a tiny gold owl— 
and certificate for presentation 
special ceremony. Many 
sentations have been publicized the 
press, radio and 

Plant managers and safety engineers 
report that the Club proving 
safety incentive. also arousing in- 
terest better eve care among em- 
and their families. Wilson, 
safety supervisor the Chattanoog: 
Company, writes, “We feel sure that 
there greater consciousness the 
need for wearing eve protection out 
the factory areas. The emphasis that this 
part our safety program has put 
eye protection has possibly 
cases encouraged our employees 
quest more complete protection for their 


Joe Folks, grinder the Louis 
Foundry American Car and Foun- 
dry Company, conceived the idea the 
Wise Owl Club 1947 and suggested 
the plant management. Officials 
the company were quick recognize 
its value. short time they had or- 
ganized WOC chapters each the 
company’s ten plants. year later the 
American Car and Foundry Company 
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MAY JUNE, 1950 


presented the idea the National So- 
ciety for the Prevention Blindness 
for national sponsorship noncom- 
mercial basis. 

The accident records the WOC 
members will analyzed un- 
doubtedly yield many interesting and 


valuable statistical data. more than 
one-third the cases, vision both 
eyes was saved the protection worn. 
The total number eves saved the 
accidents recorded 1,249, represent- 
ing Saving average compensation 
$3,122,500. 
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SECTION INSTRUCTION 


FIFTY-FIFTH ANNUAL MEETING 
American Academy Ophthalmology and Otolaryngology 


October 8-13, 1950 
PALMER HOUSE 
Chicago, 


DEAN LIERLE, M.D. 
Secretary for Otolaryngology and Surgery 


RUEDEMANN, M.D. 
Secretary for Instruction Ophthalmology 


The following 
instruction courses are reprinted for 
the convenience Fellows who have 


not yet placed orders for tickets. 


Courses already sold out are desig- 
nated the charts. Please 
quest tickets for these courses. 

For complete listing course titles, 
instructors, and descriptive paragraphs 
about each subject, please refer the 


March-April issue the TRANSACTIONS. 


General Instructions 


Only members who have paid their 
1950 dues may order instruction tickets 
advance the meeting. Members 
should order tickets only for their own 
use. Candidates for fellowship the 
Academy are not privileged reserve 
tickets advance. After the session 
opens, between members, 
candidates and guests will made 
selling tickets. 

period hour) instruction 
costs $1.50. Orders unaccompanied 
properly executed checks will not 
filled. Checks should made payable 


Refunds will granted only re- 
quest for reimbursement 
prior October 


All orders for tickets will filled 
according postmark envelope con- 
taining check. Telegrams will not 
honored. Previous September 25, 
send orders 100 First Avenue Build- 
ing, Rochester, Minnesota; after Sep- 
tember 25, mail orders direct 
M.D., c/o Palmer House, Chi- 
cago, 


Ordering Instruction Tickets 

individual course complete 
period. Most individual courses are 
repeated two three different days 
allowing the subscriber choose the 
day which wishes attend. 


continuous course lasts more 
periods indicated. not possible 
continuous course. 


the end this section printed 
colored sheet used when ordering 
tickets advance. Specify preferences 
this sheet and mail the executive 
office. Careful attention instructions 
will ensure the correct filling re- 
quests. Since number tickets for each 
course limited necessary that you 
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select more courses than possible 
for you attend; other words, list 
three preferences for each 
selected should given. 

you are requesting registration 
the continuous courses, please specify 
preferences for individual courses 
substitutes order avoid disappoint- 
ment should the continuous courses 
which you select sold out when your 
order received. 


Acknowledgment Advance 
Order 
soon advance order filled, 
postcard, listing the courses that have 
been reserved for him, will mailed 


INSTRUCTION SECTION 


the subscriber. each case, every 
effort made include first choices, 
Please not ask change courses 
after your order has been filled. The 
postcard merely assurance that 
your order has been filled; not nec- 
essary for registration the Academy 
meeting. 


Claiming Instruction Tickets 


tickets will sent through the 
mails. Members who have ordered in- 
struction course tickets will register 
the Advance Order Section the Reg- 
istration Desk during the week the 
Convention secure registration badge, 
tickets, and all convention material. 


KEY DESIGNATION PERIODS 


The periods will designated with the following key: Select tickets for 
Ophthalmology, forenoons, periods 1-2-3 Otolaryngology, afternoons, periods 4-5-6 


456 456 456 456 
9:00 a.m. ........ 10:15 a.m. 11:15 a.m. 
a.m. 12:30 p.m. with this key will helpful 
p.m. 3:00 p.m. and will avoid confusion) 
CORRECTION 


The continuous course Practical Audiometry given Dr. Werner Mueller 
erroneously listed the chart the March-April issue the TRANSACTIONS. This course will 
not given Monday. Course 144 this lecture will presented Room 731 Tuesday, 
periods and Course 145 will presented Room 795 Wednesday, periods and 
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COURSE 


SPEAKERS 


Allen, J. | 
Bedell 


Berliner 
Brown, et al 


Copeland 
Cordes 
Cordes 


Costenbader 
and Swan 


Dunnington 
and Wheeler 


Fralick 
Gordon 


Haas and 
McGarry 


Hastings 


Henderson 


Hughes, et al 


Knighton, 

et al 
Kuhn 
McLean, et al 
Meyer, et al 
Newell 


O’Rourke 


Payne, et al 


Regan 


Rones and 
Stow 


Scarney and 
Johnson 


Scobee, et al 
Sheard | 


Sheppard 


Theobald, 
et al 


Thorpe, et al 


Wiener 


TITLE 


Bacteriology 


_ Medical Ophthalmoscopy 


Muscles 


Streak Retinoscopy 
Anomalies of the Optic Nerve 


Practical Observations 
in Refraction 


Binocular Vision 


Heterophoria and Heterotropia 
Applied Anatomy 


Perimetry 


Introduction to Gonioscopy 
Psychosomatic Considerations 


Neurologic Applied Anatomy 


Plastic Surgery 

Fitting of Ocular Prostheses 

Glaucoma 

Industrial Ophthalmology 

Glaucoma 

Rabbit Surgery 

Manifest and Cycloplegic 


Refraction 


Special Eye Pathology 


Refraction 
Clinical Pathology 


Slit Lamp Biomicroscopy 


Oculorotary Muscles 


Applied Physiologic Optics 


Vertical Deviations 


[listopathology 


Slit Lamp Biomicroscopy 


Practical Points in Surgery 


XXV 


CONTINUOUS COURSES OPHTHALMOLOGY 


PERIODS USED 


2 PERIODS 
T-2 or W-1, 
4 PERIODS 
W-1, Th-1, F-1 


PERIODS 


T-1, T-2, W-1, W-2, Th-1, 
Th-2, F-1, F-2 
4 PERIODS 

T-1, T-2, W-1, W-2 or 


Th-1, Th-2, F-1, F-2 
2 PERIODS 
T-1, T-2 
2 PERIODS 
Th-1, Th-2 
9 PERIODS 
T-3, W-2, W-3, Th-2, 
Th-3, F-1, F-2, F-3 
6 PERIODS 
T-1, T-2, W-1, W-2, Th-1, 
Th-2 
4 PERIODS 
W-1, Th-1, F-1 
4 PERIODS 
W-3, Th-3, F-3 
2 PERIODS 
Th.2, Th-3 or 


T-2, 


T-3, 


F-2, F-3 

2 PERIODS 
Th-1, Th-2 

3 PERIODS 
T-3, W-3, Th-3 


PERIODS 


T-2, T-3, W-2, W-3, Th-2, 
Th-3, F-2, F-3 
2 PERIODS 

W-2, W-3 
PERIODS 

T-1, W-1, Th-1, F-1 
3} PERTODS 

1, W-1, Th-1 

8 PERIODS 

T-2, T-3, W-2, W-3, Th-2, 
Th-3, F-2, F-3 
2 PERIODS 

F-1, F-2 
2 PERIODS 

W-1, W-2 

PERTODS 

T-1; ¥-2,. 
PERIODS 

r-t, T-2, ¥-3, W-2, 
\WV-3, Th-!, Th-2, Th-3, 
F-1, F-2, F-3 


T-3, W-2, W-3, 
Th-3, F-2, 

Th-3, F-2, F-3 
PERIODS 
Th-2, Th-3, 
F-2, F-3 
PERIODS 
Th-3, F-3 
PERIODS 
T-2 
PERIODS 
Th-2, Th-3 
F-3 


Th-2, 


Th-2, 


T-3, 


3 PERIODS 
T-3, W-3, Th-3 
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INSTRUCTION SECTION 


CONTINUOUS COURSES OTOLARYNGOLOGY 


COURSE SPEAKERS 


Altmann and 


101 
102 or 
103 Baker, D. C. 
104 Baker, 
106 Blocker 
107 or 
108 Bordley 
109 or 
Campbell 
lll or 
112 
113 Clerf 
114 
Conley 
116 Converse 
117 
118 Cullen 
119 of 
120 Figi 
Fowler, E. and 
121 Montreuil 
122 or 
124 
125 or 
126 or 
127 Hansel 
128 or 
129 Hastings 
Hauser and 
130 Jennings 
| 
Jackson 
132 or Kazanijian, 
133 et al 
134 or 
135 Lempert 
136 or 
137 Lewin 
138 or 
139 Lindsay 
140 or Marcus and 
141 Utley 
142 or 
143 Martin 
144 or 
145 : Mueller 
146 
147 Orton 
148 or 
149 Owen 
150 or 
151 Scheldrup 
152 Schlemer 
153 or 
154 Silverman 
155 Slaughter 
Tucker, 
156 etal 
Tucker, 
157 etal 
158 or 
159 Turchik 
160 or 
161 Wright 


TITLE 


Histopathology of Ear 
Applied Anatomy Larynx 
Organic Speech Disorders 
Principles of Plastic Surgery 
Deafness Preschool Child 


Hearing Disorders 


Paralysis of Larynx 
Cancer of Head & Neck 
Nasal Plastic Surgery 
Safe Anesthesia 
Lesions of Mouth 
Histology of Ear 


Clinical Bacteriology 


Allergy 


Psychosomatic Principles 


Histopathology 

Technic Peroral Endoscopy 

Traumatic Injuries of Face 

Modern Temporal Bone 
Surgery 

Reconstructive Surgery of 
External Ear 

Vertigo 

The Deaf Child 

Cancer of Larynx 

Practical Audiometry 

Surgery of Neck 

Attic-Aditus-Antral Area 

Surg. Anatomy of Neck 

Medicolegal Medicine 

Clinical Use of Speech Tests 

Plastic Surgery & Growing 
Child 

Esophageal Disease & Foreign 
Bodies 

Laryngeal Surgery 


Rhinoplasty 


Pharmacology of Useful Drugs 


PERIODS USED 


+ PERIODS 
W-4, W-5, Th-4, Th-5 
PERIODS 


M.-5, M-6 or T-5, T-6 


PERIODS 

2 PERIODS 

W-4, W-5 or Th-4, Th-5 
PERIODS 

M.5, M-6 or T-5, T-6 
PERIODS 

W-4, W-5 or Th-4, Th-5 
2 PERIODS 

M-4, M-5 or T-4, T-5 or 
W.-5, W-6 
2 PERIODS 

W-5, W-6 or Th-5, Th-6 
2 PERIODS 

W-5, W-6 
2 PERIODS 

M-5, M-6 or T-5, T-6 
2 PERIODS 


W-4, W-5 or Th-4, Th-5 


+ PERIODS 
M-4, M-5, T-4, T-5 
2 PERIODS 
W-4, W-5 or Th-4, Th-5 


2 PERIODS 
M-4, M-5 or T-4, T 
W-4, W-5 or Th-4, Th 

2 PERIODS 
r-4, T-5 or Th-4, Th-5 

6 PERIODS 
M-4, M-5, T-4, T-5, W-5, 

W-6 

T-4, W-4, Th-4 

2 PERIODS 
M-5, M-6 or T-5, T-6 

2 PERIODS 
M-4, M-5 or W-4, W-5 

2 PERIODS 
W-4, W-5 or Th-4, Th-5 

2 PERIODS 
W-5, W-6 or Th-5, Th-6 

2 PERIODS 
M-4, M-5 or T-4, T-5 

2 PERIODS 
M-5, M-6 or T-5, T-6 

2 PERIODS 
T-4, T-5 or W-4, W-5 

2 PERIODS 
M-5, M-6 or T-5, T-6 

2 PERIODS 
M-4, M-5 or T-4, T-5 

2 PERIODS 
M-5, M-6 or T-5, T-6 
2 PERIODS 


or 


5 


T-4, 
2 PERIODS 
W.-5, W-6 or Th-5, Th-6 
2 PERIODS 
M-4, M-5 
3 PERIODS 
T-4, W-4, Th-4 
3 PERIODS 
M-6, T-6, W-6 
2 PERIODS 
M-5, M-6 or T-5, T-6 
2 PERIODS 
W-5, W-6 or Th-5, Th-6 
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SECTION INSTRUCTION 
ADVANCE ORDER SHEET 


All courses cost $1.50 for each period (one hour). Follow instructions explicitly and 
check for errors listing before mailing. 


Previous SEPTEMBER 


Send order 


WILLIAM BENEDICT, Executive Secretary-Treasurer 
American Academy Ophthalmology and Otolaryngology 
100 First Avenue Building, Rochester, Minnesota 


After SEPTEMBER 25, mail 


WILLIAM BENEDICT, Executive Secretary-Treasurer 
American Academy Ophthalmology and Otolaryngology 
c/o Palmer House, Chicago, Illinois 


Academy Candidates and Guests May Purchase Tickets Registration Desk Only 
(Over) 


ADVANCE ORDER SHEET 


ORDERS FILLED ONLY CURRENT DUES ARE PAID 
REFUNDS WILL MADE AFTER OCTOBER 


(Type Print) Last Name First Name Middle Initial 


Office Address 


City Zone State 
Days Present 


Monday 

Tuesday Total Amount Enclosed 
Wednesday 
Thursday 
Friday 


SELECTION COURSES REVERSE SIDE THIS BLANK 


Win? 

25 
5 
t a 
Ae 
3 
fi 
\ 


PERIOD Course Lecturer 
No. 


RECAPITULATION GENERAL INSTRUCTIONS 


Monday, Tuesday, Wednesday, Thursday and Friday are represented the letters 
Th, The first period the morning represented figure second 
period figure and third period figure The first period the afternoon 
represented figure second period figure and third period figure All 
ophthalmologic courses are presented the mornings. All courses otolaryngology 
and maxillofacial surgery are presented the afternoons. 


Reservation instruction tickets advance the meeting will made ONLY 
for MEMBERS whose 1950 dues have been paid. Academy candidates and guests may 
make selection courses ONLY the General Registration Desk Chicago. 


Make check payable Benedict, M.D. 


Mail order promptly ensure reservation first choices. necessary, attempt will 
made rearrange schedule include “first choices.” 


(Over) 


THIRD CHOICE 


Course 
No. Lecturer 


FIRST CHOICE 


wn A ws wn wn = 


ia 
q 
SELECTION COURSES 
Lecturer 
MON. 
TUES. 
q 
WED. 
A.M. 
THURS 
A.M. 
P.M. 
FRI. " 


AMERICAN HEARING SOCIETY 

During the thirty-first annual confer- 
ence the American Hearing Society held 
June 15-17 Chicago, session was de- 
voted symposium Industrial Deaf- 
ness. Dr. Grove, chairman the 
Sub-committee Noise Industry the 
American Academy Ophthalmology and 
Otolaryngology, served moderator and 
spoke and History 
the Academy’s Work this Dr. 
Stewart Nash, member the executive 
committee the Conservation Hear- 
ing, discussed and Compensa- 
and Dr. Douglas Wheeler, who 
engaged research for the Academy 
Committee the Conservation Hear- 
ing, discussed Investiga- 


NATIONAL SOCIETY FOR THE 
PREVENTION BLINDNESS 
The Mobilization Prevent Blindness, 
sponsored the American Academy 
Ophthalmology and Otolaryngology and 
the National Society for the Prevention 


Blindness, met May the Roosevelt 
Hotel New York City. 

The theme the morning session was 
“Where Stand the Battle 
Against Mr. Mason Bige- 
low, president the National Society for 
the Prevention Blindness, discussed 
“The Scope the Mr. Robert 
Barnett, director the American Founda- 
tion for the Blind, spoke Impact 
Blindness—Personal and and 
Dr. Leona Baumgartner, assistant chief 
the United States Children’s Bureau, 
discussed for the Dr. 
Townley Paton, surgeon director, Manhat- 
tan Eye, Ear and Throat Hospital, chose 
for his subject Can Prevent 
summarization was given 
Dr. Ira Hiscock, professor 
health, Yale University School Medi- 
cine. 

the afternoon session the theme was 
“Protecting the Eyes The sub- 
jects discussed were Value Eye 
Service Exceeds the Dr. Arthur 
Peterson, medical director, Donnel- 
ley and Sons, Chicago; for 


Mitsch, plant manager, St. Louis Foundry, 
American Car and Foundry Company; 
and Complete Eye Pro- 
gram Large Industry,” Nichols, 
director safety, Reynolds Metal Com- 
pany, Richmond, Va. 

Jane Pickens and Lanny Ross, stars 
concert and radio, and Dr. Ralph 
Lloyd, chairman the Committee Pre- 
vent Blindness, American Academy 
Ophthalmology and Otolaryngology, took 
sight. Frank Woods, Jr., president, 
Sahara Coal Company, Chicago, and also 
president the Illinois Society for the 
Prevention Blindness, spoke 
United Effort Fight 


PAN-AMERICAN CONGRESS 
OPHTHALMOLOGY 

The Pan-American Congress Oph- 
thalmology, sponsored the Pan-Ameri- 
can Association Ophthalmology, met 
jointly with the National Society for the 
Prevention Blindness, March 26-30 
Miami Beach, Fla. The slogan the 
Congress was “The Americas Unite 
Save Sight.” 

March Prof. Vazquez Barriere 
Montevideo, Chairman the Commit- 
tee for the Prevention pre- 
sented his report this problem, empha- 
sizing especially the part played 
State intervention. This was followed 
Dr. Miles, who ex- 
that with this 
method, even when the test objects are 
very small, early diagnosis can es- 
tablished cases incipient lesions. Drs. 
\nderson and Kempner then gave dem- 
onstration the effects the 
diet hypertension based retinal 
aspects which were shown retinophoto- 
rraphs. 

the afternoon Dr. Robb 
Philadelphia presented paper 
Advances Ocular Therapeu- 
and Dr. James Allen presented the 
report the Committee the Teaching 
Ophthalmology, which referred 
the most modern methods use today 
which take advantage the facilities 


XXXV 


ta 
4 
ical 
— 


XXXVI 


offered color photography and cinema- 
tography, animated cartoons, anatomic 
models made plastic materials, ete. Dr. 
Helenor Campbell Wilder presented 
paper “Intraocular very 
interesting study based pathologic ex- 
amination. 

March the effects sunlight 
high altitudes and sea level were dealt 
with Drs. Harley and Peckham 
Atlantic City, and Prof. Val- 
deavellano Lima, Peru. Visual prob- 
lems supersonic speed were discussed 
Col. Victor Byrnes the Armed 
Forces. Dr. Baudilio Courtis Buenos 
Aires, Chairman the Committee 
Contact Lenses, presented report. This 
was followed symposium para- 
diseases the eye Dr. Puig 
Solanes Mexico, Dr. Pacheco Luna 
Guatemala, Dr. Rebello Machado San- 
tos, Brazil, and Dr. Alson Braley New 
York. Dr. Soper, Director for West- 
ern Hemisphere the Werld Health Or- 
ganization, then presented paper the 
hemispheric control eye infections. 
interesting paper practical points 
corneal transplantation was presented 
Dr. Brendan Leahey. 

Wednesday morning Prof. Cesario 
Andrade, Chairman the Pan Ameri- 
can Committee Trachoma, presented 
his report which was followed several 
papers the same subject Drs. Magin 
Diez, Esteban Adrogue and Virgilio Vic- 
toria from Argentina, Drs. Siniscal 
and Cosgrove from the United 
States, and Dr. Aureliano Fonseca from 
Sao Paulo, Brazil. 


the afternoon problems military 
ophthalmology were discussed Col. 
Victor Byrnes the United States, Col. 
Palomino Dena from Mexico, Dr. 
Payne New York, and Col. Anton from 
Cuba. This was followed symposium 
retrolental fibroplasia, the incidence 
which has greatly increased the United 
States that present one the 
principal causes blindness children. 
appears the eyes premature babies 
and characterized, its name implies, 
the appearance retrolental neo- 
form tissue which leads blindness. Pre- 
ventive treatment the control vita- 
min seems the only hope pres- 
ent. The moderator for this symposium 
was Dr. Algernon Reese, with Dr. Park- 
Heath Boston, Dr. Arlington Krause 
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Chicago, Dr. Turnbull Montreal, 
and Dr. Unsworth Hartford col- 
laborators. 


the morning March 30, Dr. Al- 
ston Callahan, Birmingham, Ala., present- 
This was followed symposium 
secondary glaucoma which the fol- 
lowing doctors took part: Fralick, 
Ralph Rychener, William Clark, Willis 
Knighton and Saul Sugar, all from the 
United States, and Drs. Raul Arganaraz 
Buenos Aires, Palomino Dena and En- 
rique Graue Mexico City. Dr. Santiago 
Chile then read inter- 
esting paper which showed the use- 
fulness the drinking test the diagno- 
sis glaucoma. Dr. Olga Ferrer Cuba 
presented paper the use di-iso- 
propyl fluorophosphate. 


The following morning the meeting 
closed with excellent program devoted 
entirely research papers, which had 
been organized Dr. James Allen, pro- 
fessor ophthalmology, Tulane Univer- 
sity, New Orleans. Prof. Torres Estrada 
Mexico read paper Ocu- 
lar Dr. Harvey Thorpe Pitts- 
burgh spoke Aid 
During the discussion attention was called 
the fact that possibly this drug would 
facilitate infection due similarity be- 
tween and product existent the 
which destroyed penicillin. 
Drs. Potts, Johnson, Mildred 
Orchen, and Doris Goodman, all Cleve- 
land, presented Foreign 
which dealt with 
studies that tend show that the action 
protein therapy due the produc- 
tion hormones similar ACTH. Drs. 
William Clark, Bertha Noble and 
Aleta Barbour, all New Orleans, then 
presented paper microwave diather- 
the light experiments carried 
out rabbit eyes. paper the inci- 
dence esotropia, its etiology and results 
therapy, was given Dr. Scobee 
St. Louis. Morphologic and cultural 
studies toxoplasma were the subject 
paper Drs. Suie, Riddle and 
Culler, all Columbus, Ohio. Lastly, 
Drs. Pilger, Potts and Johnson, 
all Cleveland, spoke the effects 
drugs retinal metabo- 
lism. 
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NEWS NOTES 


NEW ENGLAND 
OTO-LARYNGOLOGICAL SOCIETY 
the regular spring meeting the 

New England Oto-Laryngological Society, 
held the Massachusetts Eye and Ear 
Boston, June 14, the follow- 
ing papers were presented: ‘‘Acute Mas- 
toiditis with Dr. Adolphe 
Provost; Dr. 
Oscar Hirsch; Early Treatment 
Oesophageal Dr. Benjamin Rise- 
man; Thyrotomy for Carcin- 
oma the Dr. Joseph Kemler 
(by invitation); the 
Dr. Senecal. Dr. Samuel 
New York City was the guest 
speaker. chose his subject Criti- 
que Operations Correct Nasal Septal 
CALIFORNIA 

The Los Angeles Society Ophthal- 
mology and Otolaryngology its regular 
meeting April presented sympos- 
ium retrolental fibroplasia. Dr. War- 
ren Wilson discussed “Clinical As- 
Dr. Wendell Irvine, 
Dr. Deane Hartman, 
tial and Dr. Robert Norene 
led the discussion. 

The regular May meeting the section 
otolaryngology was postponed until 
Tuesday, June because the meetings 
the national societies San Francisco 
during the week May 20. The program 
this meeting was presented the 
College Medical Evangelists depart- 
ment otolaryngology. 


ILLINOIS 
The Chicago Ophthalmological Society 


held its regular meeting May 15. The 
scientific program included 
Dr. Arnold Drucker (by 
invitation), and Results 
Integrated Implants after Enuclea- 
Dr. Warren Kreft, Dr. Maurice 
Pearlman, and Dr. Drucker. 

memorial service for Dr. Harry 
Gradle was held the auditorium the 
American College Surgeons, Chicago, 
June 10. Services were conducted 
Mr. Chauncey MeCormick the Illinois 
Society for the Prevention Blindness. 
Dr. Peter Kronfeld spoke Dr. Gra- 
work the Illinois Eye and Ear 
Infirmary and the campaign against 
trachoma Southern Illinois. Mr. Hugo 
Sonnenshein spoke neighbor and life- 


long friend. Dr. William Benedict re- 
counted Dr. Gradle’s contributions the 
American Academy Ophthalmology and 
Otolaryngology, and Dr. Thomas 
len recalled Dr. Gradle’s work with the 
Pan-American Association Ophthal- 
mology. 


LOUISIANA 

Dr. James Allen, formerly professor 
ophthalmology the University 
Iowa, has been appointed professor 
ophthalmology the Tulane University 
Louisiana School Medicine. Dr. 
Allen assumed his duties March and 
will charge all ophthalmic re- 
search projects well the postgrad- 
uate courses ophthalmology. Dr. Wil- 
liam Clark will remain chairman 
the department and co-ordinator all 
the affairs the department. addition 
the expansion the course the basic 
science ophthalmology which has been 
given the department ophthalmology 
Tulane University for the past several 
years, several short courses for specialists 
postgraduate curriculum for next year. 


MICHIGAN 
Dr. Kenneth Swan, professor oph- 
thalmology, University Oregon Medical 
School, Portland, Ore., gave the first 
Walter Parker Lecture Ophthal- 
mology the University Michigan 
Medical School the annual spring post- 
graduate course ophthalmology 
April 25. The subject his lecture was 
Contemporary Concepts Scleral 
MISSOURI 
The St. Louis Ophthalmic Society held 
its regular meeting April 28. The scien- 
tific program included Cyclo- 
diathermy Operation for 
Dr. Lamar Harper; Manifesta- 
tions Intra-Cranial Dr. 
Michael Pernoud; ‘‘Further Report 
Cortical Potential Changes Suppression 
Drs. Dallas Dyer and Ed- 
ward Bierman; Drugs 
the Treatment Dr. Alvin 
Tabankin; and Mela- 
noma the Uveal Tract 
Dr. Richard Thomas. 
NEW YORK 
the regular meeting the Eastern 
New York Eye, Ear, Nose and Throat As- 
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sociation which was held April Dr. 
Walter Atkinson Watertown spoke 
“Anesthesia and Dr. Atkinson 
stressed the importance proper pre- 
operative anesthetic medication and cau- 
tioned against too profound sedation. 
pointed out various operative accidents 
due incomplete anesthesia. Stating his 
objections cocaine, Dr. Atkinson ex- 
pressed his preference for tetracaine over 
other anesthetics. The addition potas- 
sium sulfate helps action novocain and 
epinephrine for injections. Hyaluronidase, 
added, will cause more rapid effusion 
for complete akinesia. Injections the 
cone have the advantage blocking the 
globe sensory nerves. Dr. Atkinson gave 
the details points for injections and the 
indications for akinesia. addition 
Dr. Atkinson’s paper, color film 
Ear, Nose and Throat 
was shown. 


NORTH CAROLINA 
SOUTH CAROLINA 

There will joint meeting the 
North Carolina Eye, Ear, Nose and 
Throat Society and the South Carolina 
Society Ophthalmology and Otolaryn- 
the Skyland Hotel, Henderson- 
ville, C., September 11-13. Dr. Fletch- 
Woodward, University Virginia 
School Medicine, Charlottesville; Dr. 
School Medicine, Atlanta, Ga.; Dr. 
Horton, Mayo Clinic, Rochester, Minn.; 
and Dr. Donald Proctor, Johns Hop- 
kins University School Medicine, Bal- 
timore, Md., will among the otolaryn- 
gologists take part the program. 
Ophthalmologists present are Dr. 
Bruce Fralick, University Michigan 
School Medicine, Ann Arbor; Dr. Ed- 
mund Spaeth, University Pennsyl- 
vania School Medicine, Philadelphia; 
Dr. Frank Walsh, Johns Hopkins Univer- 
sity School Medicine, Baltimore; 
and Dr. Richard Scobee, Washington 
University School Medicine, St. Louis. 

For any further information contact 
Dr. MacLean Leath, secretary, North 
Carolina Eye, Ear, Nose and Throat So- 
ciety, 529 North Main Street, High Point, 
C., Dr. Roderick Macdonald, secre- 
tary, South Carolina Society Ophthal- 
mology and Otolaryngology, Rock Hill, 


NORTH DAKOTA 
The thirty-second annual meeting 
the North Dakota Academy Ophthal- 
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mology and Otolaryngology was held May 
29. scientific program included 
“Some Aspects Bronchiectasis,’ Dr. 
Charles Porter Grand Forks; and 
Cysts the Dr. John 
Ayash Minot. Case reports were 
given Dr. Minot; Dr. 
son, Fargo; and Dr. Alger, Grand 
Forks. 


PENNSYLVANIA 

The Section Ophthalmology the 
College Physicians Philadelphia held 
its regular meeting April 20. The scien- 
Dr. Arthur Keeney (by invitation) 
and Dr. Matthew Hunter (by invita- 
tion); ‘‘Accommodative 
Dr. Edwin Tait; and Mani- 
festations One Hundred Consecutive 
Cases Multiple Sclerosis,’’ Dr. Jo- 
seph Yaskin, Dr. Edmund Spaeth, 
and Dr. Robert Vernlund (by invita- 
tion). 


The Reading Eye, Ear, Nose and Throat 
Society held its sixth annual meeting 
June Allentown, Pa. Demonstrations 
cataract surgery, nose and throat sur- 
gery, and plastic surgery were followed 
the afternoon papers Dr. Arno 
Town Philadelphia, ‘‘Endocrine 
Studies Patients with Dr. 
Edward Campbell Philadelphia, 
Practice and Dr. 
Kerwin Marcks, ‘‘Eye, Ear, Nose and 
Throat 


UTAH 

the meeting the Inter-Mountain 
Oto-Ophthalmological Society, held 
conjunction with the meetings the Og- 
den Surgical Society April 25, Dr. Guy 
Boyden, University Oregon Medical 
School, spoke both morning and after- 
noon sessions. April 26, Dr. Boyden 
gave paper Tonsil and Adenoid 
Problem.” 


VIRGINIA 
WEST VIRGINIA 
joint meeting the West Virginia 
Ophthalmology and Otolaryn- 
and the Virginia Society Oph- 
thalmology and Otolaryngology was held 
May 8-9, White Sulphur Springs, Va. 
The scientific program 
minic Dr. Bayard 
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Horton, Rochester, Minn. (by invitation) 
“Cataract Wound Closure with 6-0 Ab- 
sorbable Dr. Bruce Fralick, Ann 
Arbor, Mich. (by invitation); 
logical Aspects Chronic Dacryocysti- 
Dr. Francis MeGovern, Dan- 
ville, Va.; Selection Surgery 
the Vertical Dr. William 
McGuire, Winchester, Va.; ‘‘Implantation 
Cyst the Conjunctiva (Case 
Dr. Edward Perkins, Richmond, 
Va.; Dr. Ar- 
thur Chandler, Charleston, Va.; 
“Diseases and Treatment the Hard 
and Soft Dr. Fred Dixon, 
Cleveland, Ohio (by invitation); 
Therapeutic Principles and Practical Ap- 
Dr. Edwin Dunphy, Bos- 
ton, Mass. (by invitation); ‘‘Nasal Aller- 
Dr. Frederick Reel, Charleston, 
Va.; “The Endaural Approach for 
Surgery the Mastoid and Temporal 
Dr. Houston Bell, Roanoke, 
Va., and Dr. Woodward, 
Charlottesville, Va. 
WISCONSIN 

regular monthly meeting the Mil- 
waukee Society was held 
April 25. Dr. Erving Cowan spoke 
and Therapy with Radioactive 
Isotopes.”’ 

Dr. Geoffrey Myers, S., was 
the guest speaker the annual meeting 
the Society May 22. His subject was 
“The Future Private 


CANADA 

The Montreal Ophthalmological Society 
held its fourth and annual meeting the 
current season the Eye Clinic the 
Hotel Dieu April 20. Dr. Wil- 
liam Turnbull reported the symposium 
American Congress Ophthalmology, 
which was held Miami Beach, Fla., 
March. The following cases were re- 
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ported: ‘‘Keratitis Rosacea Complicated 
Dr. Demers (by invita- 
tion); ‘‘Atopic ‘‘Parathyroid 
and Keratitis with Sec- 
ondary Glaucoma and Subluxation the 
Lens, Dr. Badeaux; 
Graft—-Complete 
Dr. Lapointe; Serous 
“Trace Pupillary Dr. 
Lapointe; and Corneal Graft— 
Progress Dr. Monfette. 


The University Toronto, Faculty 
Canadian National Institute for the Blind 
Fellowship Ocular Genetics. The grant 
$2,000.00 for research this field. 
This Fellowship was held during 1949- 
1950 Dr. Probert Moose Jaw, 
Sask., who has been carrying studies 
the hereditary aspects glaucoma. 
Dr. Thompson Richmond Hill, 
Ont., has been appointed continue these 
studies next year through funds provided 
this Fellowship. 


The University Toronto, Faculty 
Medicine, offers post-graduate course 
ophthalmology extending over three 
years. The graduate instruction oph- 
thalmology the teaching hospitals 
Toronto has been co-ordinated under the 
direction the University. The first year 
Fellowship the student spends one 
the basic sciences ophthalmology, 
and the final two years are spent the 
intern service one more the Uni- 
teaching hospitals. 

The fee for instruction $50 per year 
payable the Chief Accountant, Univer- 
sity Toronto. application for ap- 
pointment may made the professor 
ophthalmology, Faculty Medicine, 
University Toronto. Appointments are 
made December commence the 
tollowing July 
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POSITIONS AVAILABLE 


Ophthalmologist Wanted: The Public 
Health Service conducting 
wide program the control chronic 
diseases. The conservation vision 
integral part this program. this 
end, the Public Health Service has creat- 
the position The Sight 
lected will have the responsibility de- 
veloping new type public health pro- 
gram and would have available the help 
and experience men who have develop- 
similar programs other fields. The 
appointee should certified ophthal- 


Listings of positions available should be sent to 
W. L. Benedict, M.D., 100 First Avenne Building, 
Rochester, Minn., by the fifth of the month pre- 
ceding publication. They should include (1) type 
physician wanted (ophthalmologist otolaryngolo- 
gist; diplomate, resident, etc.); (2) type of position 
filled; and (3) whom write for further 
information. Unless otherwise requested, listings 
will be published only once. 

The Academy will handle further correspon- 
dence beyond the listing and assume no_ responsi- 
bility. Neither does endorse guarantee any 
of the published listings. 


nologist and will appointed full- 
‘ime basis either regular reserve 
commissioned officer the Public Health 
Service. The grade and remuneration de- 
pend the age the individual— 
the salary varying from $5,686.00 
per annum. 

Any interested ophthalmologist should 
directly with Dr. 
Chapman, Public Health Service, Federal 
Security Agency, Washington 25, 

The Department Ophthalmology 
the George Washington Hospital has been 
newly reorganized and need 
resident begin service July 1950, 
for two-year tenure service. Excel- 
lently equipped Eye Clinic. The appoint- 
ment offers salary $140.00 month, 
from which the Hospital deducts $30.00 
month for living quarters, food, laun- 
dry, ete. 

For further information write Dr. Ron- 
ald Cox, 1779 Massachusetts Avenue, 
N.W., Washington, 
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DIRECTORY OPHTHALMOLOGIC AND OTOLARYNGOLOGIC 


SOCIETIES 
INTERNATIONAL 


INTERNATIONAL ASSOCIATION FOR PREVENTION OF BLINDNESS 
President: Dr. P. Bailliart 
Secretary-General: Dr. Churchill, Boulevard Saint-Michel, Paris, France 
INTERNATIONAL CoUNCIL OF OPHTHALMOLOGY 


President: Prof. F. W. Nordenson 
Secretary: Dr. Halger Ehlers, Rigshospital, Copenhagen, Denmark 


INTERNATIONAL ORGANIZATION AGAINST TRACHOMA 
President: Dr. A. F. MacCallan 
Secretary: Dr. F. Wibaut, P. C. Hoofstraat 145, Amsterdam, Holland 


PaN-AMERICAN ASSOCIATION OF OPHTHALMOLOGY 
President: Dr. Conrad Berens 
Secretary: Dr. Thomas D. Allen, 122 South Michigan Avenue, Chicago 2, III. 
Time and Place: IV Pan-American Congress of Ophthalmology early in 1952 


Pan-AmMiERICAN ASSOCIATION OF OPHTHALMOLOGY, PuERTO Rico CHAPTER 
President: Dr. Luis Fernandez, Box 2206, San Juan 10, Puerto Rico 
Secretary: Dr. P. Fernandez 
Place: San Juan 
FOREIGN 
ALL-InDIA OPHTHALMOLOGICAL Society 
President: Dr. G. Zachariah 


Secretaries: Dr. Cooper and Dr. Chitnis, Laud Mansion, Queen’s Road, Bombay India 


AUSTRIAN OTOLARYNGOLOGICAL SociETY, VIENNA 
President: Prof. Dr. Schlander 
Secretary: Doz. Dr. O. Novotny, Vienna IX, Alserstrasse 4, Austria 
Time and Place: Annually. September 18-20, 1950. Bad Gastein, Austria 


President: Dr. Weekers 
Secretary-General:Dr. Appelmans, Avenue Ruelens 179, Louvain 
Time and Place: January, and November. Bruxelles 


30MBAY OPHTHALMOLOGISTS’ ASSOCIATION 
Chairman: Rotated 


Conveners: Dr. Cooper and Dr. Telang, Laud Mansion 21, Queen’s Road, Bombay 
Time and Place: 7:30 p.m., third Wednesday of each month. The seven ophthalmic hospitals of Bombay 


by rotation 
Britisu ASssociaTION OF OTOLARYNGOLOGISTS 


President: Mr. Forster 
Honorary Secretary: Mr. Capps, Inn Fields, London England 


British Mepicat AssociaTION, SECTION ON OPHTHALMOLOGY 


President: Mr. O. G. Morgan 
Secretary: Mr. A. G. Cross, 27 Harley Street, London W. 1, England 


Cuenctu Society 


President: Dr. Eugene Chan 
 webrge 5 Dr. D. S. Shen, Eye, Ear, Nose and Throat Hospital, Chengtu, Szechuan, China 
Place: Eye, Ear, Nose and Throat Hospital, Chengtu, Szechuan, China 


Cuinest OPHTHALMOLOGY SOCIETY 
President: Dr. Chou 
Secretary: Dr. Tsang, 221 Foochow Road, Shanghai 
Cuinese Society OF PEIPING 
President: Dr. H. T. Pi 
Secretary: Dr. C. K. Lin, 180 Hsi-Lo-yen Chienmeng, Peiping ; 
Time and Place: Last Friday of each month. Peiping Union Medical College 
Deutscuk OPHTHALMOLOGISCHE GESELLSCHAFT HEIDELBERG 
President: Prof. Dr. med. K. Wessely A 
Secretary: Prof. Dr. med. Engelking, Heidelberg, 
Time and Place: September 18-20, 1950. University Munich 
FacuLTY OF OPHTHALMOLOGISTS 
President: Dr. Frank W.. Law, 45 Lincoln’s Inn Fields, London, W.C. 2, England 
Secretary: Dr. J. H. Doggart, F.R.C.S. 
GERMAN OPHTHALMOLOGICAL SOCIETY 
President: Prof. W. Lohlein 
Secretary: Prof. Engelking, Heidelberg 
HuNGARIAN Mepicat TrapE Union, Section OF OPHTHALMOLOGY 
President: Csapody 
Secretary: E. Galla, Krisztina Kéiut 139, Budapest, Hungary 
Time and Place: Bimonthly. Second Eye Clinic, Budapest 
HUNGARIAN OPHTHALMOLOGICAL SOCIETY 


President: Prof. Horay 
Assistant Secretary: Dr. Stephen de Grosz, University Eye Hospital, No. 1, Illesucca 15, 


Secretaries of societies are requested to furnish the information necessary to make this list 
and keep date. 
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OPHTHALMOLOGICAL 


President: Dr. Aryeh Feigenbaum 
Secretary: Dr. E. Sinai, 9 Bialik Street, Tel Aviv 


OPHTHALMOLOGICAL SocIETY 


President: Dr. Anderson 
Secretaries: Dr. Jameson Evans, Calthorpe Road, Edgbaston, Birmingham 15, England 


Dr. R. D. Weeden Butler, 18 Highfield Road, Edgbaston, Birmingham 15, England 
Place: Birmingham and Midland Eye Hospital, Church Street, Birmingham 3, England 


NEDERLANDSCH OOGHEELKUNDIG GEZELSCHAP 


President: Prof. Mulock Houwer 
Secretary: Dr. T. A. Vos, Laan v. Meerdervoort 394, the Hague 


NortH OF ENGLAND OPHTHALMOLOGICAL SocIETY 


President: Mr. Arkle 
Secretary: Mr. W. M. Muirhead, 70 Upper Hanover Street, Sheffield 3, England 
Time and Place: October May. Manchester, Leeds, Newcastle, Liverpool, Sheffield and Bradford 


Tue Nova Scotia Society OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


President: Dr. D. M. MacRae 
Secretary-Treasurer: Dr. E. I. Glenister, 513 Barrington Street, Halifax, Nova Scotia 


Time: Four times yearly dates arranged the Executive 
OPHTHALMOLOGICAL AND Oto-Lar¥NGOLocicaL Society OF ALBERTA 


President: Dr. Fettes 
Secretary: Dr. M. R. Marshall, Wells Pavilion, University Hospital, Edmonton, Alberta, Canada 


Time and Place: September 1950, Calgary, Alberta 
Society OF AUSTRALIA 
President: Dr. Arthur H. Joyce 
Secretary: Dr. Arnold L. Lance, 135 Macquare Street, Sydney, New South Wales 


President: Prof. Dr. Holger Ehlers 
Secretary: Dr. Carl Johan Rigshospitalets oejenafdeling, Copenhagen Denmark 


Place: Rigshospitalets oejenafdeling 
Socrtety oF Ecypt 
President: Dr. Ibrahim Ahmad Mohammad 


Secretary: Dr. Mahmoud Lutfi, Ophthalmic Hospital, Giza 
Time and Place: Annual meeting during March. Summer meeting during August. Dar El Hekmah, 


Kasr Ainy Street,, Cairo, Egypt 
Society oF HospiTaL vE Nuestra SENORA DE LA Luz 
Chairman: Dr. Manuel Icaza Dublan 
Secretary: Dr. Jorge Meyran, Ezequiel Montes 135, México, 
Time and Place: Second Friday each month. Hospital Neustra Senora Luz 
OpuTHALMOLOGICAL Socrety OF New ZEALAND 


President: Dr. L. S. Talbot 
Secretary: Dr. Hope-Robertson, Kelvin Chambers, The Terrace, Wellington 
Time and Place: Annually. Auckland, Wellington, Christchurch and Dunedin alternately 


President: Dr. Fine 
Secretary: Dr. Townsend, National Mutual Building, Church Square, Cape Town 
OpuTHALMOLOcICAL Society OF THE UnNitep Kincpom 


President: Mr. Whiting 
Honorary Secretaries: Mr. A. G. Cross and Mr. A. J. B. Goldsmith, 45 Lincoln’s Inn Fields, London 


W. C. 2, England 
Time and Place: 1951 Congress the Society, March 29-31, London 
Oxrorp CONGRESS 
Hon. Secretary and Treasurer: [an C. Fraser, F.R.C.S., Red Roofs, Kingsland, Shrewsbury 
Time and Place: meeting 1950 due International Meeting London June. 
Next meeting first week of July 1951, Oxford 
PHILIPPINE AND OTOLARYNGOLOGICAL 


Secretary-Treasurer: Dr. Carlos Yambao, Philippine General Hospital, Manila 


Potish OPHTHALMOLOGICAL Society 
President: Prof. Dr. W. Kapuscinski 


Secretary: Dr. S. Topolski, Piusa 38, Warsaw, Poland a ? 
Time and Place: Every two years—summer. Ophthalmic Clinic, Oczki 6, Warsaw 


President: Montague Hine, F.R 
Secretaries: Arthur Lister, F-.R. 
Hobbs, F.R.C.S., 


Wimpole Street, London, W.1., England 
129 Harley Street, London, W.1., England 
Sao Pavuto Socrety oF OPHTHALMOLOGY 
President: Dr. Durval Prado ae 
Secretary: Dr. Rubens Belfort Mattos, Rua B. Stapetininga, 29 F-3° andar, Sao Paulo, Brazil 
Scottish CLus 


President: Dr. E. H. Cameron 
Secretary: Dr. John Marshall, Claremont Gardens, Glasgow, C.3, Scotland 
Time and Place: Last Saturday of March and October, Edinburgh and Glasgow, in rotation 


SoctepaD ARGENTINA DE OFTALMOLOGIA 


President: Dr. Diego M. Arguello 
Secretary: Dr. Pedro F. Garcia Nocito, Vicente Lopez 1756 A, Buenos Aires, Argentina 


Time and Place: Third Wednesday every month. Buenos Aires 
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DIRECTORY SOCIETIES 


Socrepap CiuILeENA DE OFTALMOLOGIA 
President: Dr. Italo Martini : 
Secretary: Dr. Adrian Araya Costa, Renaca, no. 34, Santiago, Chile 


Place: Santiago 
Soctepap COLOMBIANA DE OFTALMOLOGIA Y DE OTORRINOLARINGOLOGIA 


President: Dr. Jorge Suarez-Hoyos, Carrera 5a, no. 13-39, Bogota, Colombia 
Secretary: Dr. Francisco Arango : 
Time and Place: Second Tuesday of each month. Club Medico 


Sociepap CuBANA DE OFTALMOLOGIA 
President: Prof. Lorenzo Comas 
Secretary: Dr. Oscar F. Horstmann, Calle Sta. no. 702, Vedado, Habana, Cuba 
Time: Second Tuesday each month 


SociepAD MEXICANA DE OFTALMOLOGIA 
President: Dr. Teodulo M. Agundis 
Secretary: Dr. Jose Luis Arce, Viena 3-5, Mexico D. F., Mexico 
Time and Place: 8:30 p.m., first Tuesday of each month, Gral. PRIM 47 


DE OFTALMOLOGIA DE CorRDOBA 
Chairman: Dr. Roberto Obregon Oliva 
Secretary: Dr. Alberto Urrets Zavalia (hijo), Abril 255, Cordoba, Argentina 


SocrEpAD DE OFTALMOLOGIA DE GUADALAJARA 
President: Dr. Elias Mendoza Gonzalez 
Secretary: Dr. Jose Martin del Campo, Av. Juarez 211, Desp. 314, Guadalajara, Jal. 
Place: Edificio Lutencia Despacho 101 


SoctFoap pE OFTALMOLOGIA DEL LITORAL 
President: Dr. Juan Manuel Vila Ortiz, Cordoba 1915, Rosario, Argentina 
Secretary: Dr. Carlos M. Soto 
Time and Place: Last Sunday every month. Rosario 


SocrepapE BRASILEIRA DE OFTALMOLOGIA 
President: Dr. Natalicio Farias 
Secretary: Dr. Ismar Pereira, Praca Floriano 55, 5° andar, Rio de Janeiro, Brazil 
Time: Third Friday every month from April December 


President: Dr. Jorge Luis Castillo 
Secretary: Dr. Felix Berman, San Lorenzo 345, Tucuman, Argentina 
Place: endoza 421, Tucuman 


SocrepaDE DE OFTALMOLOGIA Minas GErRals 
President: Prof. Hilton Rocha 
Secretary: Dr. Oswaldo Carvalho 
Place: elo Horizonte, Minas Gerais, Brazil 


SocrepapE DE OFTALMOLOGIA E OTORINOLARINGOLOGIA DE R10 po Sut 


President: Dr. Luiz Assumpcao Osorio | 
Secretary: Dr. Fernando Voges Alves, Caixa Postal 928, Porto Alegre, Rio Grande do Sul 


SocitepapE po R10 JANIERO 
President: Dr. Aloysio Novis 
Secretaries: Dr. Rubens Cabral, Rua Paissandu 73, Rio de Janeiro, Brazil 
Dr. Mairelles Vieira 


SocrepapE pE OFTALMOLOGIA Oro-Ruino-LARYNGOLOGIA DE BaHIA 
President: Dr. Theonilo Amorim, Barra Avenida, Bahia, Brazil 
Secretary: Dr. Adroaldo de Alencar 


Societa OFTALMOLOGICA ITALIANA 
President: Prof. Giuseppe Ovio 
Secretary: Prof. E. Leonardi, Piazza degli Eroi, 11 Roma, Italy 
Place: Roma Piazza degli Eroi 11 
Societe Betce 
President: Dr. L. Weekers 
Secretary-General: Dr. M. Appelmans, 179 avenue Reulens, Louvain, Belgium 
Time: Last Sunday of February, June and November 


Societe FRANCAISE b'OPHTHALMOLOGIE 
Secretary-General: Dr. Edward Hartmann, Hospital Lariboisiere, Paris 10, France 
Time and Place: July 24-27, 


Soctery oF Swevisi 
President: Prof. Larsson 
Secretary: Dr. K. O. Granstrom, Sodermalmstorg 4, Stockholm, Sweden 


ENGLAND 
President: Lang, M.R.C.S. 
Hon. Secretary and Treasurer: Nigel Cridland, D.M., D.O., 25 Craneswater Park, Southsea, England 
Time and Place: September 23, 1950, Portsmouth and Southern Counties Eye and Ear Hospital, Southsea 
October 21, 1950, Royal Surrey County Hospital, Guildford 


NATIONAL 


AMERICAN ACADEMY OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Mackenzie Brown 
Executive Secretary-Treasurer: Dr. William L. Benedict, 100 First Avenue Building, Rochester, Minn. 
Time and Place: October 8-13, Chicago 

AMERICAN AssoctaTION oF Eyer, Ear, AND Turoat Society SECRETARIES 
President: Dr. Kenneth L. Craft 
Secretary-Treasurer: Dr. Daniel S. DeStio, Highland Building, Pittsburgh 6, Pa. 
AMERICAN LARYNGOLOGICAL ASSOCIATION 


President: Dr. Ralph Fenton 
Secretary: Dr. Louis H. Clerf, 1530 Locust, Philadelphia 2, Pa. 
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AMERICAN LARYNGOLOGICAL, RutINOLOGICAL AND OrtoLocicat Society, Ine. 


President: Dr. Robert Martin 
Secretary: Dr. C. Stewart Nash, 708 Medical Arts Building, Rochester 7, N. Y. 


EASTERN SECTION 
Vice-President: Dr. Robert Moorhead 
Secretary: Dr. Francis Davison, Geisinger Memorial Hospital, Danville, Pa. 


MIDDLE SECTION 
Vice-President: Dr. J. Marion Sutherland 
Secretary: Dr. Walter H. Theobald, 307 North Michigan Avenue, Chicago 1, Il. 


SOUTHERN SECTION: 
Vice-President: Dr. William Stinson 
Secretary: Dr. Lewie M. Griffith, 301 Haywood Building, Asheville, N. C. 


WESTERN SECTION: 
Vice-President: Dr. Jesse Naftzger 
Secretary: Dr. Russell M. Decker, 65 North Madison Avenue, Pasadena, Calif. 


AmerIcAN Menicat Association, Screntiric AssemMpty, Section on OPHTHALMOLOGY 
Chairman: Dr. A. Ray Irvine 
Secretary: Dr. Trygve Gundersen, 101 Bay State Road, Boston, Mass. 
Time and Place: June 26-30. San Francisco 


AMERICAN OPHTHALMOLOGICAL SocIETY 


President: Dr. Bernard Samuels 
Secretary-Treasurer: Dr. Maynard C. Wheeler, 30 West 59th Street, New York 19, N. Y. 


AssociaTION FOR RESEARCH IN OPHTHALMOLOGY, INc. 
Chairman: Dr. Walter Fink 
Secretary-Treasurer: Dr. James Allen, 1430 Tulane Avenue, New Orleans, La. 
Time and Place: June 24-25. San Francisco 


CanapIAN Mepicat Association, SECTION ON OPHTHALMOLOGY 


President: Dr. R. G. C. Kelly 
Secretary: Dr. J. Clement McCulloch, 380 Medical Arts Building, Toronto, Ontario 


CANADIAN OPHTHALMOLOGICAL SocIETy 
President: Dr. Nicholls 
Secretary: Dr. Johnston, 174 St. George Street, Toronto, Ontario 
Time and Place: June 23-24. “The Pines’, Digby, Nova Scotia 


Nationa Society FOR THE PREVENTION OF BLINDNESS, INc. 


President: Mr. Mason H. Bigelow 
Secretary: Dr. Franklin M. Foote, 1790 Broadway, New York 19, N. Y. 


REGIONAL 


ARK-LA-TEX OTO-OPHTHALMIC SOCIETY 
President: Dr. Griffin Jones 
Secretary: Dr. Frank L. Bryant, 2622 Greenwood, Shreveport, La. 
Time and Place: First Monday month, October through May. Shreveport Club 


Eye, Ear, anp Society 
Chairman: Dr. Robert Wong 
Secretary: Dr. Ogden D. Pinkerton, Suite 7, Young Building, Honolulu 13, T. H. 
Time and Place: Third Thursday of each month (dinner mectings). Pacific Club, Honolulu 


InterR-Mountain OtTo-OPHTHALMOLOGICAL 
President: Dr. Porter 
Secretary: Dr. Harry O. Frazier, 707 Medical Arts Building, Salt Lake City 1, Utah 
Time and Place: Third Monday each month, September through May. University Club, 136 East 
South Temple, Salt Lake City 


Lovistana-Mississippt OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL Society 
President: Dr. William A. Wagner 
Secretary: Dr. Edley H. Jones, 1301 Washington Street, Vicksburg, Miss. 
President: Dr. Benjamin Sachs 


Secretary: Dr. Garrett L. Sullivan, 101 Bay State Road, Boston 15, Mass. 
Time and Place: Third Wednesday each month, November through April. Massachusetts Eye and 


Ear Infirmary 


New EncGianp Society 
President: Dr. Robert Goodale 
Secretary-Treasurer: Dr. Burton Lovesey, Bay State Road, Boston 15, Mass. 
Time and Place: Quarterly. Massachusetts Eye and Ear Infirmary, 243 Charles Street, Boston 


_Paciric Coast Oto-OpHTHALMOLOGICAL SOCIETY 
President: Dr. David Higbee 
Secretary-Treasurer: Dr. C. Allen Dickey, 450 Sutter Street, San Francisco, Calif. 

Sacinaw ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 


President: Dr. Cortopassi 
Secretary: Dr. A. J. Cortopassi, 324 South Washington Avenue, Saginaw, Mich. 
Time and Place: Second Tuesday evening each month, except summer months. Bancroft Hotel, Saginaw 


President: Dr. James Jr. 
Secretary-Treasurer: Dr. W. P. Davey, 627-632 Frances Building, Sioux City, Iowa 
SouTHERN Mepicat AssociaTION, SECTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 


Chairman: Dr. Alston Callahan 
Secretary: Dr. Edley Jones, 1301 Washington Street, Vicksburg, Miss. 
Time and Place: November 13-16. St. Mo. 
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DIRECTORY SOCIETIES 


STATE 
ArKANSAS State Mepicat Society, Eyr, Ear, Nose anp Turoat Section 


President: Dr. C. G. Hinkle 
Secretary: Dr. K. W. Cosgrove, 113 East Capitol Avenue, Little Rock, Ark. 


Cororapo OrpnTHALMOLOGICAL 
President: Dr. J. Leonard Swigert 
Secretary: Dr James C. Strong, 227 Sixteenth Street, Denver, Colo. 
Time and Place: Every third Saturday. Colorado Medical Center 


CoLorapo OTOLARYNGOLOGICAL Society 


President: Dr. Guy W. Smith 
Secretary: Dr. Terry J. Gromer, 110 Metropolitan Building, Denver, Colo. 
Time and Place: 6:30 p.m., first Saturday evening each month. Oxford Hotel, Denver 


Fiormpa Society OF OPHTHALMOLOGY ANP OTOLARYNGOLOGY 
President: Dr. Jerome Knauer 
Secretary-Treasurer: Dr. Charles C. Grace, 145 King Street, St. Augustine, Fla. 


Soctety oF OpuTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Lester Brown 
Secretary: Dr. Braswell E. Collins, 701 Elizabeth Street, Waycross, Ga. 
Time and Place: First Friday and Saturday of March General Oglethorpe Hotel, Savannah, (Ga. 


InpIANA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Dyar 
Secretary-Treasurer: Dr. M. S. Harding, 308 Hume Mansur Building, Indianapolis, Ind. 


Towa AND OTOLARYNGOLOGY 
President: Dr. Byron Merkel 
Secretary: Dr. Carl A. Noe, 601-611 Highley Building, Cedar Rapids, Iowa 
Time and Place: 1950, Des Moines 


Kansas State Mepicat Society, Section ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Francis 
Secretary: Dr. W. D. Pitman, First National Bank Building, Pratt, Kan. 


Micuican Statr Mepicat Society, Section ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Chairman: Dr. J. E. Croushore (Otolaryngology) 
Co-Chairman: Dr. J. C. Gemeroy (Ophthalmology) 
Secretary: Dr. R. W. Teed, 215 South Main, Ann Arbor, Mich. (Otolaryngology) 
Co-Secretary: Dr. Heckert, 1105 Bank Lansing Building, Lansing, Mich. (Ophthalmology) 


MICHIGAN TRIOLOGICAL Society 
President: Dr. William_ D. Irwin 
Secretary: Dr. V. E. Cortopassi, 324 South Washington Avenue, Saginaw, Mich. 
Time: Second Thursday November, December, March, April and May 


MINNESOTA ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Malcolm C. Pfunder 
Secretary-Treasurer: Dr. Frank Adair, 822 Lowry Medical Arts Building, St. Paul 2, Minn. 
Time and Place: Second Friday each month, November through May. Alternating, Minnesota Club, 
St. Paul, and Minneapolis Club, Minneapolis 


Montana AcapeMy oF OtT0-OPHTIIALMOLOGY 
President: Dr. Forster 
Secretary-Treasurer: Dr. F. D. Hurd, Medical Arts Building, Great Falls, Mont. 
Time and Place: Semi-annually. Summer, July 15-16, 1950, Bozeman; mid-winter, Diamond S Ranchotel, 
Soulder 

President: Dr. G. M. Billings 
Secretary: Dr. MacLean B. Leath, 529 North Main Street, High Point, N. C. 
Time and Place: Annually, beginning second Monday September. 1950 meeting, September 11-13, Hender- 

sonville, N. C., with the South Carolina Eye, Ear, Nose and Throat Society. 


OreEGON ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Max Simons 
Secretary: Dr. Richard S. Fixott, 1020 Southwest Taylor Street, Portland 5, Ore. 
Time and Place: Third Tuesday each month September through May. Old Heathman Hotel, Portland 


PENNSYLVANIA ACADEMY OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Jay G. Linn 
Secretary: Dr. Daniel S. DeStio, Highland Building, Pittsburgh 6, Pa. 
Puerto Rico Mepicat Association, SECTION ON OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Luis J. Fernandez 
Secretaries: Dr. Ricardo F. Fernandez, P.O. Box 2206, San Juan 10, Puerto Rico (Ophthalmology) 
Dr. Carlos E. Munoz MacCormick, P.O. Box 604, San Juan, Puerto Rico (Otolaryngology) 
Time and Place: Bimonthly. Puerto Rico Medical Association Building 
President: Dr. William Carpenter 
Secretary-Treasurer: Dr. Roderick Macdonald, Rock Hill, S. C. 
Time and Place: September 11-13. Hendersonville, N. C. (jointly with North Carolina Eye, Ear, Nose 
and Throat Society) 
TENNESSEE STATE ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Sam Sanders 
Secretary-Treasurer: Dr. Roland If. Myers, 1720 Exchange Building, Memphis, Tenn. 
Time: Annually 
Texas Society oF OPHTHALMOLOGY ANU OTOLARYNGOLOGY 
President: Dr. Hurst 
Secretary: Dr. John Matthews, 414 Navarro Street, San Antonio Texas 
Time and Place: December 1950. Dallas 
VirGINIA Society OF OPpliTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Francis McGovern 
Secretary-Treasurer: Dr. Peter N. Pastore, Box 25, Medical College of Virginia Station, 
mond 19, Va. 


i? 
5 
ae 
~ 
2 2 
3 
i 
aj 


4 
4 


XLVI TRANSACTIONS MAY JUNE, 1950 


President: Dr. Garnett Morison 
Secretary: Dr. Melvin McGehee, 425 Eleventh Street, Huntington Va. 


Time: Biannual 
LOCAL 


Chairman: Dr. Anthony Sellitto 
Secretary: Dr. Francis Grant, 1224 Salem Avenue, Hillside, 
Time and Place: Second Monday the month. The Medicine, Lincoln Park, South, Newark 


AKRON ACADEMY OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Anderson 
Secretary-Treasurer: Dr. A. L. Peter, 406 Akron Savings and Loan Building, Akron, Ohio 
Time and Place: 6:30 p.m., first Monday January March, May and November. Akron City Club 


ATLANTA Eye, Ear, Nose anp Turoat Society 
President: Dr. Lester Brown 
Secretary-Treasurer: Dr. James King, 384 Peachtree Street N.E., Atlanta Ga. 
Time and Place: 7:30 p.m., fourth Monday each month, October May. Academy Medicine 


BirMINGHAM Eye, Ear, Nose anp Turoat Society 
President: Each member, in alphabetical order. 
Secretary: Dr. David A. McCoy, Woodward Building, Birmingham, Ala. 
Time and Place: 6:30 p.m., second Tuesday of each month, September through May. Thomas Jefferson Hotel 


Boston City Hospitat Aurat AND OPHTHALMIC ASSOCIATION 
President: Dr. Joseph Nerbonne 
Secretary: Dr. Benjamin Riseman, Bay State Road, Boston 15, Mass. 


BrRookLYN OPHTHALMOLOGICAL 
President: Dr. Mortimer Lasky 
Secretary-Treasurer: Dr. Louis Freimark, 256 Rochester Avenue, Brooklyn 13, 
Time and Place: p.m., third Thursday October, December, February and April. Medical Society 
of the County of Kings, 1313 Bedford Avenue 


BurFraco 
President: Dr. Arthur Bennett 
Secretary: Dr. Herbert R. Reitz, 446 Linwood Avenue, Buffalo, N. Y. 
Time and Place: Second Thursday of each month, October through May. Park Lane 


President: Dr. Harold Watkins 
Secretary-Treasurer: Dr. Philip McGrath, 843 Jefferson Building, Peoria, 
Time and Place: September 22-24, Abraham Lincoln Hotel, Springfield 


CentraL New York Eye, Ear, Nose anp Turoat Society 


President: Dr. Cecil Hert 
Secretary-Treasurer: Dr. James McGraw, 619 University Building, Syracuse, 


Cuattanooca Eve, Ear, Nose ano Turoat Society 
Chairman and Secretary: Dr. Willard Steele, Jr., 552 McCallie Avenue, Chattanooga, Tenn. 
Time and Place: 6:30 p.m., fourth Thursday each month, October through May. Mountain City Club 


Cuicaco LaryNGoLocicat OroLocicaL Society 


President: Dr. Oliver Van Alyea 
Secretary: Dr. Lawrence J. Lawson, 636 Church Street, Evanston, III. 


Cuicaco Society 
President: Dr. Derrick Vail 
Secretary-Treasurer: Dr. J. Robert Fitzgerald. 3215 W. North Avenue, Chicago 
Time and Place: 7:30 p.m., third Monday each month, October May. Chicago-Illini Unien, 715 
S. Wood Street 


Cincinnati 
Presidium: Dr. Donald J. Lyle, Dr. Karl W. Ascher, Dr. Josef D. Weintraub 
Secretary: Dr. Josef Weintraub, 715 Provident Bank Building, Seventh and Vine Streets, Cincinnati, Ohio 
Time and Place: Second Wednesday night month, November through May. University Club, Fourth 
and Broadway 


President: Dr. G. Leslie Miller 
Secretary-Treasurer: Dr. Webb P. Chamberlain, Jr., 7405 Detroit Avenue, Cleveland, Ohio 
Time and Place: Second Tuesday of November, January, February and April. Statler Hotel, Cleveland 


oF PuysictaANs OF SECTION ON OPHTHALMOLOGY 


Chairman: Dr. Wilfred Fry 
Clerk: Dr. M. Luther Kauffman, Medical Arts Building, Jenkintown, Pa. ’ 7 
Time and Place: 8:15 p.m., third Thursday of every month, October through April. College of Phy- 


sicians Building 


Dattas ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. W. B. Wilkinson 
Secretary: Dr. Claude D,. Winborn, Medical Arts Building, Dallas 1, Texas 
Time and Place: First Tuesday of each month. Melrose Hotel 


Des Motnes ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. McNamee 
Secretary-Treasurer: Dr. H. H. Gurau, 213 Bankers Trust Building, Des Moines, Iowa : 
Time and Place: 6:00 p.m., fourth Monday each month, September through May. Des Moines Club 


Detroit OPHTHALMOLOGICAL SOCIETY 


President: Dr. Cecil Lepard 
Secretary: Dr. Arthur P. Wilkinson, 974 Fisher Building, Detroit 2, Michigan ; . 
Time and Place: Second Monday of each month, November through April. Wayne County Medical Society 
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Detroit Society 
President: Dr. B. F. Glowacki 
Secretary-Treasurer: Dr. John R. Birch, 1010 Maccabees Building, Detroit 2, Mich. 
Time Third Wednesday each month, September May. Wayne County Medical Society 
uilding 


Eastern New York Eve, Ear, anp Turoat ASSOCIATION 
President: Dr. Byron H. Porter 
Secretary-Treasurer: Dr. E. Martin Freund, 762 Madison Avenue, Albany 3, N. Y. 
Time and p.m., first Thursday month, October June. Albany, Troy, Schenectady, rotating 
monthly 


Fort Wortu Eye, Ear, Nose anp Turoat Society 
President: Dr. W. H. McKenzie 
Secretary: Dr. C. Keith Barnes, 921 Neil P. Anderson Building, Fort Worth 2, Texas 
Time and Place: 6:30 p.m., first Friday cach month, except July and August. All Saints’ Hospital 


Houston AcapEMyY OF MeEpbICcINE, OruTHALMOLOGICAL AND OTO-LARYNGOLOGICAL SECTION 
President: Dr. Lyle Hooker 
Secretary: Dr. Claude C. Cody, III, 1304 Walker Avenue, Houston 2, Texas 
Time: Second Thursday of each month, October through June 


INDIANAPOLIS OPHTHALMOLOGICAL AND 
President: Dr. Alan L. Sparks 
Secretary-Treasurer: Dr. J. Lawrence Sims, 809 Hume Mansur Building, Indianapolis 4, Ind. 
Time and Place: 6:30 p.m., second Thursday of each month, November to May. Indianapolis Athletic Club 


President: Dr. John McLeod 
Secretary: Dr. James May, 1016 Rialto Building, Kansas City, Mo. 
Time and Place: Third Thursday the month, November through May. Hotel President, 14th and Baltimore 


President: Dr. Edmund D. Godwin 
Secretary: Dr. James Keipp, 110 Pine Avenue, Long Beach Calif. 
Time and Place: 6:00 p.m., monthly, September through May. Seaside Memorial Hospital 


Los 
President: Dr. Deane C. Hartman 
Secretary: Dr. Daniel Esterly, 104 North Madison Avenue, Pasadena Calif. 
Time and Place: First Thursday each month, September through June. Los Angeles County Medical 
Society Building, 1925 Wilshire Boulevard 


Los OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Alden Miller 
Secretary: Dr. Victor Goodhill, 2007 Wilshire Boulevard, Los Angeles Calif. 
Time and Place: 6:00 p.m., fourth Monday each month, May. Los Angeles 
County Medical Association Building, 1925 Wilshire Boulevard 


Mepicat Society oF THE District oF Cotumria, SECTION ON OTOLARYNGOLOGY 
President: Dr. Don S. Knowlton 
Secretary: Dr. Irvin Feldman, 1722 Eye St., N.W., Washington 6, D. C. 
Time and Place: Third Tuesday October, November, January, March and May. Army and Navy 
Club, 17th and Farragut Square, 


OPHTHALMOLOGY AND OTOLARYNGOLOGY 
Chairman: Each member, alphabetical order 
Secretary: Dr. Sam Sanders, 1089 Madison Avenue, Memphis, 
Time and Place: Second Tuesday each month, September through May. Memphis Eye, Ear, Nose 
and Throat Hospital 

Society 
President: Dr. Wild 
Secretary-Treasurer: Dr. Howard High, 324 East Wisconsin Avenue, Milwaukee 2, Wis. 
Time and Place: 6:30 p.m., fourth Tuesday each month, October May. Athletic Club 


President: Dr. Robert A. Bruce 
Secretary-Treasurer: Dr. L. N. Shroder, 144 West Fourth Street, Greenville, Ohio 
Time and Place: First Tuesday of November, February, March and May. Dayton Country Club 


President: Dr. B. Alexander 
Secretary-Treasurer: Dr. Roland Cloutier, Medical Arts Building, Montreal 25, Quebec, Canada 
Time: Second Thursday of October, December, February and April 


New York AcapeMy oF MEeEpIcINnE, SecTION ON OPHTHALMOLOGY 
Chairman: Dr. Milton L. Berliner 
Secretary: Dr. John M. McLean, 525 East 68th Street, New York 21, N. Y. 
Time and Place: Third Monday of the month, October through May. New York Academy of Medicine 


New York Society For OpititALMOLoGcy 
President: Dr. Samuel Gartner 
Secretary: Dr. Leon H. Ehrlich, 211 Central Park West, New York 24, N. 
Time and Place: First Monday of the month, October to May. New York ‘Acade my of Medicine 


Nueces County Eve, Ear, Nose anp Trroat Society 
President: Dr. C. N. Meador 
Secretary: Dr. Rex C. House, 228 Medical-Dental Building, Corpus Christi, Texas 
Time and Place: 7:30 p.m., second Monday each month, October through May. Dusty’s, 1739 
Street, Corpus Christi, Texas 


OxtaHoMa City ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. McClure 
Secretary: Dr. Richard Clay, 416 Northwest 13th Street, Oklahoma City, Okla. 


Time and Place: First Tuesday each month. University Hospital, 800 Northeast 13th Street, Okla- 
homa City 
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OPHTHALMOLOGICAL AND OTOLARYNGOLOGICAL SOCIETY 
President: Dr. Thomas Smith 
Secretary-Treasurer: Dr. G. T. Alliband, 1020 Medical Arts Building, Omaha, Neb. 
Time and Place: Dinner meeting third Wednesday monthly, October May. Omaha Club 


County Mepicat Society, Eye Section 
Chairman: Dr. Alfred Cowan 
Secretary: Dr. John W. Deichler, 301 South 2Ist Street, Philadelphia 3, Pa. 
Time: First Thursday each month, November through April 


LarYNGOLOGICAL Society 
President: Dr. Thomas F. Furlong, Jr. 
Secretary: Dr. John J. O’Keefe, 255 South 17th Street, Philadelohia 3, Pa. 


PittspurGu AcapeEMy OF MEDICINE 

President: Dr. Tohn S. Plumer 
Secretary: Dr. Samuel D. Evans, 1501-2 Park Building, Pittsburgh 22, Pa. 
Time and Place: 8:00 p.m., fourth Monday of each month, October through May. Pittsburgh Academy, 

322 North Craig Street 

PittseurG OToLocicaL Society 

President: Dr. Fred Harrison 
Secretary: Dr. Daniel S. DeStio, 1006 Highland Building, Pittsburgh 6, Pa. 
Time and Place: Bimonthly. Pittsburgh 


President: Dr. Frank Wanamaker 
Secretary-Treasurer: Dr. Willard F. Goff, 432 Stimson Building, 1215 Fourth Avenue, Seattle 1, Wash. 
Time and Place: Third Tuesday each month. Medical-Dental Building, Seattle 


Reapinc Eye, Ear, Nose ann Turoat Society 
President: Dr. William Hertz 
Secretary: Dr. Paul C. Craig, 232 North Fifth Street, Reading, Pa. 
Time and Place: Third Wednesday each month, September July (dinner meetings). Wyomissing Club 


RicuMoNpD, Vircinia, Eye, Ear, Nose anp Turoat Society 
President: Dr. Perkins 
Secretary-Treasurer: Dr. J. Warren Montague, 1001 West Franklin Street, Richmond 20, Va. 
Time and Place: First Tuesday January, March, May and October. Commonwealth Club 


Sr. Lovrs County Mepicat Society, Section on Eve, Ear, Nose anp Turoat 
Chairman: Dr. Anderson Hilding 
Secretary: Dr. James P. Tetlie, 626 Medical Arts Building, Duluth, Minn. 
Time and Place: 6:00 8:00 p.m., preceding the monthly St. Louis County Medical Society meeting. 
St. Mary’s Hospital, Duluth 


St. Louis Oputuatmic Society 
President: Dr. Lawrence Post 
Secretary: Dr. James Bryan, 330-332 Beaumont Medical Building, St. Louis Mo. 
Time and Place: 8:00 p.m., fourth Friday of each month, October through April, except December. Elliott 
Auditorium, McMillan Hospital 


San Francisco County Menpicat Society, Section on Eye, Ear, Nose aNnp THROAT 
Chairman: Dr. W. E. Borley, 655 Sutter Street, San Francisco, Calif. 
Secretary: None 
Time and Place: Fourth Tuesday each month, except July, August and December. San Francisco 
County Medical Society Building 


ACADEMY OPHTHALMOLOGY AND OTOLARYNGOLOGY 
President: Dr. Phil Greene 
Secretary: Dr. Cornelius Hagan, Jr., 508 Old National Bank Building, Spokane, Wash. 
Time and Place: Fourth Tuesday each month, September through May. Paulsen Medical and Dental 
Building 
Superior Cactrornia Eye Crus 
President: Dr. Theodore Holstein, 523 Medico-Dental Building, Sacramento 14, Calif. 
Secretary: Dr. John Berg 
Time: Every third Thursday, eight months of the year 


Chairman: Dr. Lloyd Morgan 
Secretary: Dr. Joseph Hill, 174 St. George Street, Toronto Ontario, Canada 
Time and Place: Second Monday night November, January, February and March. Academy 
cine, Toronto 


Wasuincton, D. C. OpHtTHALMoLocicaL Socrety 
President: Dr. Thomas Schnebly 
Secretary-Treasurer: Dr. Caldemeyer, 1826 Street, N.W., Washington 
Time and Place: Bimonthly, October through May. Kennedy-Warren Hotel 


Western PenNsytvanta Eve, Ear, Turoat Society 
President: Dr. C. E. Imbrie 
Secretary-Treasurer: Dr. F. E. Murdock, 28!'4 West Scribner Avenue, DuBois, Pa. 
Time: Biannually. Third Thursdays of May and October 


Wivkes-BarrE OPHTHALMOLOGICAL SOCIETY 
President: Dr. Vincent Gallizzi 
Secretary: Dr. Samuel T. Buckman, 70 South Franklin Street, Wilkes-Barre, Pa. 
Time and Place: Last Tuesday each month, October through May, except December. Luzerne County 
Medical Society Library, 130 South Franklin Street 
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HEARING AIDS ACCEPTED THE 
COUNCIL PHYSICAL MEDICINE AND REHABILITATION 
THE AMERICAN MEDICAL ASSOCIATION 


As or June i, 1950 


Aurex Model 138:294 (Sept. 25) 1948 
Aurex Model H ei -JAMA_ 136:1099 (April 24) 1948 
“MFR. “AU REX CORP. 
1117 N. Franklin St., Chicago 10, Ill. 


Beltone Mono-Pac JAMA 130:637 (March 9) 1946 
Beltone Harmony Mono-Pac JAMA 133:543 (Feb. 22) 1947 
Beltone Symphonette 140:1217 (Aug. 13) 1949 
MFR. HEARING AID CO. 
1450 W. Nineteenth St., Chicago 8, IIl. 


Cleartone Model 500 Report not yet published 
Cleartone Regency Model not yet published 
MFR. AMERICAN SOU ND PRODUCTS, INC. 
2454 S. Michigan Ave., Chicago 16, IIl. 


Dysonic Model No. 1 AMA 137:1534 (Aug. 21) 1948 
MFR. DYNAMIC HEARING AIDS, INC. 
1042 Atlantic Ave., Brooklyn 16, N. Y. 


Electroear Model C JAMA 136:769 Ceseh 13) 1948 
MFR. AMERICAN EARPHONE CO., 


Gem Model V-35 AMA 139:229 (Jan. 22) 1949 
MFR. GEM EAR PHONE CO., INC. 
50 W. Twenty-ninth St., New York’ 1, 


Maico Atomeer 
Maico UE Atomeer Report not yet published 
MFR. MAICO CO., INC. 
21 N. Third St., Minneapolis 1, Minn. 


Mears Aurophone Model 200 JAMA 138:428 (Oct. 1948 
1947-Mears Aurophone Model JAMA 137:1535 (Aug. 21) 1948 
MFR. MEARS RADIO HEARING DEVICE CORP. 
1 W. Thirty-fourth St., New York 1, N. Y. 


Micronic Model TAMA 139:99 (Jan. 1949 
Micronic Model 303 JAMA 142:1363 (April 29) 1950 
“MFR. MICRONIC CO. 
727 Atlantic Ave., Boston 11, Mass. 


Microtone T-3 Audiomatic 25) 1068 
Microtone T-4 Audiomatic - mF 136:109 (Jan. 10) 1948 
Micronic Classic Model Report not yet published 
MFR. MICROTONE CO. 
Ford Parkway on Mississippi, St. Paul 1, Minn. 


National Cub Model (C) ‘ ceceeeeeeee JAMA 138:295 (Sept. 25) 1948 
National Standard Model (T) widen -JAMA 138:295 (Sept. 25) 1948 
National Star Model (S) .JAMA 138:295 (Sept. 25) 1948 
MFR. NATIONAL HE ARING AID LABORATORIES 
815 S. Hill St., Los Angeles 14, Calif. 


Otarion, Model ; ~-!AMA 136:108 (Jan. 10) 1948 
Otarion, ~!AMA 138:650 (Oct. 39) 1948 
Otarion, JAMA 138:887 (Nev. 20) 1948 
Otarion, I p - JAMA 140:156 (May 14) 1949 
Otarion, Models F-1 F-2 not yet published 
MFR. OTARION, INC. 
159 N. Dearborn St., Chicago 1, Il. 


Paravox Models VH and VL TAMA 132:79 (Sept. 14) 1946 
Paravox Model XT ‘ wee JAMA 134:365 (May 24) 1947 
Paravox Model XTS JAMA 136:109 (Jan. 10) 1948 
Paravox Model Y (YM, YC & YC-7) JAMA 1409:155 (May 14) 1949 
MFR. PARAVOX, INC. 
2056 E. Fourth St., Cleveland 15, Ohio 
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Radioear Permo-Magnetic Uniphone (March 19) 1949 
Radioear Permo-Magnetic Multipower 140:959 (July 16) 1949 


Radioear All-Magnetic Model Report not 
MFR. E. MYERS & S 


306-08 Beverly Road, Lebanon, 16, Pa. 


Silver Micronic (Crystal Receiver) Model 101 JAMA 135:159 (Sept. 20) 1947 
Silver Micronic (Magnetic and Crystal) Models 
202M & 202C TAMA 139:848 (March 26) 1949 


MFR. MICRONIC 
727 Atlantic Ave., Boston 11, Mass. 


Silvertone Model 103BM TAMA 142:815 (March 18) 1950 
MFG. NATIONAL HEARING AID LABORATORIES 
815 S. Hill St.. Los Angeles 14, Calif. 
DISTR. SEARS, ROEBUCK 
Chicago 7. Ill. 


Sonotone Model 600 JAMA 131:523 (June 1946 
Sonotone Model 700 (Nov. 29) 1947 
Sonotone Models 910 and JAMA 142:815 (March 18) 1950 
Sonotone Model 925 Report not yet published 

MFR. SONOTONE CORP. 


Box 112, Elmsford, N. Y. 
Hearing Aid (Sept. 25) 1948 
MFR. AMERICAN SOUND PRODUCTS, INC. 
2454 Michigan Ave., Chicago 16, 


Televox Model E AMA 140:783 (July 2) 1949 
MFR. TELEVOX MFG. 
117 Broad St., Philadelphia Pa. 


Telex Model 22 : .. JAMA 134:605 (June 14) 1947 
Telex Model (Dec. 17) 1949 
Telex Model 200 not yet published 

MFR. TELEX, INC. 
Telex Park, Minn. 
Tonemaster Model Royal TAMA 139:848 (March 26) 1949 


TONEMASTERS, INC 
1627 Pacific Ave., Dallas Texas 


Trimm Vacuum Tube Model 300 133:542 (Feb. 22) 1947 
MFR. TRIMM DISTRIBUTORS, INC. 
400 Lake St., Libertyville 


Unex Model 134:254 (May 17) 1947 


Unex Midget Model 95... , - 141:134 (Sept. 10) 1949 
Unex Midget Model AMA 141: (Sept. 10) 1949 
MFR. NICHOLS CLAR 
Hathorne, Mass. 


Vacolite Model J .JAMA 140:782 (July 2) 1949 
MFG. VACOLITE CO. 

3003 Henderson St., Dallas Texas 
Western Electric Model 131:895 (July 13) 1946 
Western Electric Model 134:605 (June 14) 1947 
Western Electric Models 65 & 66 AMA 137:534 gsc 5) 1948 

MFR. WESTERN ELECTRIC CO., 

120 Broadway, New York 5, N. 

Zenith Model 75 135:773 (Nov. 22) 1947 
Zenith Miniature JAMA 143:440 (June 1950 


MFR. ZENITH RADIO CORP. 
6001 Dickens Ave., Chicago 39, IIl. 


All the accepted hearing devices employ 
Accepted hearing aids more than five years old have been omitted from this list for brevity. 


TABLE HEARING AIDS 


Aurex (Semi-Portable) TAMA (Aug. 21) 1937 
MFR. AUREX CORP. 
1117 Franklin St., Chicago 10, 


Precision Table Hearing Aid 139:785 (March 19) 1949 
MFR. PRECISION ELECTRONICS CO. 
850 W. Oakdale Ave., Chicago 14, Ill. 


Sonotone Professional Table Set, Model 141:658 (Nov. 1949. 
MFR. SONOTONE CORP. 
Box 112, Elmsford, 
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AVAILABLE SUPPLIES 


CATARACT TYPES, Cordes 


OCULAR SURGERY, Conrad Berens and Michel Loutfallah 
SLIT LAMP BIOMICROSCOPY, Goar 


OUTLINE NEURO-OPHTHALMOLOGY, Leinfelder 


COMPREHENSIVE DESCRIPTION THE ORBIT, 
ORBITAL CONTENT, AND ASSOCIATED STRUCTURES WITH 


THE INTERPRETATION VISUAL FIELDS, Rucker 
EXTRINSIC EYE MUSCLES, Saul Sugar 

ENDOGENOUS UVEITIS, Woods 

MENIERE’S DISEASE, Lindsay 


NONSURGICAL COMPLICATIONS OTOLARYNGOLOGIC SURGERY, 


MONOGRAPHS 


HEARING TESTS, Arthur Juers 
THE EMBRYOLOGY THE EAR, NOSE, AND THROAT, 


ABSTRACTS 


Each set contains the available ond briefs instruction 
courses presented Academy meetings. Unbound. 


Ophthalmology: 1937, 1938, 1942, 1948 


Otolaryngology: 


TRANSACTIONS 


Bound Volumes: Record meetings held in: 1917-18, 1919, 1920, 1921, 
1923, 1924, 1925, 1926, 1927, 1928, 1930, 1932, 
1934, 1935, 1936, 1937, 1938, 1939, 1940, 1941, 


Subscription: Per year, bimonthly publication 
Single issue: Before September-October 1949, available 
Beginning September-October 1949 
Beginning January-February 

SEND ORDER WITH REMITTANCE 


Benedict, M.D. 
100 First Avenue Building 
Rochester, Minnesota 


Price 
1.00 
3.50 
4.00 
10.00 
1.00 
2.00 
% 


BACTERICIDAL, 


* 


DETERGENT, 


BIBLIOGRAPHY 
Arch. Otolaryngol., 
1946. 
E., E., N., Mo., 
26:27, 1947. 
Laryngoscope, 
56:556, 1946. 
New Eng. Med., 
234:468, 1946. 
Annals 


Literature request. 


Constituents: 


Clinical studies concerned with the use 
Glycerite Hydrogen Peroxide the treatment 
chronic purulent otitis media demonstrated seventeen 
twenty-nine patients complete remission 
days and the remainder the 38th day. The pa- 
tients studied presented conditions existent for pe- 
riods weeks over years. Previous treat- 
ment the usual therapeutic means, including 
tyrothricin penicillin, was ineffective all 
cases. 


Hydrogen Peroxide 1.446%, Urea (Carbamide) 2.554%, 8-Hydroxyquinoline 0.1%. 


Dissolved and stabilized substantially anhydrous glycerol...q.s. ad. 


Available prescription one-ounce bottle with dropper. 
Administration: One-half dropperful two four times daily. 


PHARMACEUTICAL CORPORATION 


132 NEWBURY STREET, BOSTON 16, MASSACHUSETTS 


£ 
4:33, 1946. 
Ph., A., (Sc. Ed.) 
35:304, 1946. 


